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When cancer is advanced and life-threatening, it has both physical and psychological effects, 
and for many people creates existential concerns. Mindfulness as a therapeutic endeavour 
is widely used in psychological interventions within clinical settings.  People with cancer are 
likely to benefit from psychological interventions. However, there appear to be few 
intervention studies with advanced cancer populations, potentially due to ethical, 
methodological, and logistical issues. The purpose of this doctoral thesis was therefore to 
address this gap by designing and delivering a low-burden, easily accessible mindfulness-
based intervention developed by the investigator, designed to provide psychological and 
emotional support to patients with advanced cancer, and research the intervention’s 
effectiveness. The intervention is called “Coping with Cancer Mindfully” (CCM) and focuses 
on mindful coping skills, acquiring an acceptance stance and reflection on meaning in the 
patients’ life. 
Methods 
This study is a one group pre-post test design with a convergent parallel mixed methods 
approach for data analysis. Twenty adults with advanced cancer (stage III or IV) were 
recruited via public hospital oncology services and other cancer-related service providers in 
Christchurch, New Zealand. Three short questionnaires evaluated participants’ levels of 
mindful coping skills (Mindful Coping Scale), acceptance stance (Acceptance and Action 
Questionnaire – II) and meaning in their lives (Meaning in Life Questionnaire). Pre-post 
semi-structured interviews explored participants’ perspectives about their advanced diagnosis 
and how they experienced the intervention. Statistical analysis was conducted and 
participants’ interview responses were coded and themed. The two strands of data 
(quantitative and qualitative) were collected concurrently, analysed separately and the 
findings and results were merged in a side-by-side comparison analysis.    
Results 
Twenty adults participated in the study, and adherence to the CCM treatment was 100%, with 
19/20 post-intervention questionnaires completed. There was variability in age and time since 
their advanced cancer diagnosis. At baseline, those diagnosed for longer had higher levels of 
acceptance but age was not related to scores on any of the measures. Results from the 
statistical analysis (intention to treat and completer analyses) identified moderate to large 
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effect sizes, with improvement in participants’ mindful coping skills of awareness and 
constructive self-distraction, their level of acceptance and the extent of presence of meaning 
in life.  
Findings from the thematic analysis were that at baseline, participants as a group were 
experiencing distress but very few had been offered psychological support. After the CCM 
intervention, participants’ observant awareness of their life experiences was related to a 
change of perspective in order to better adapt to their advanced diagnosis, and new actions, 
skills and attitudes were evident. Their changed perspectives were conceptualized as shifting 
from a position of Vulnerability in Battle to Vulnerability in Peace, with the bridge between 
these positions being their use of mindful coping skills, acquisition of an acceptance stance, 
and reflections on meaning in life. The mixed methods integrated findings were largely 
convergent with only minor inconsistencies, the qualitative data supported the quantitative 
findings regarding change in key outcomes after this intervention. The qualitative data went 
beyond this however, providing rich contextual information about participants’ past 
experiences and coping as well as rich detail about what changed and how they used the CCM 
intervention.  
Discussion  
A key finding from the merged results of this study was that although the majority of 
participants diagnosed with advanced cancer related experiencing emotional distress and the 
need to psychologically adapt to having a limited amount of time left to live, the majority 
were not offered psychological support. The analyses highlighted the presence and impact of 
vulnerability in the face of the advanced cancer, and for most participants, the absence of 
appropriate professional support. These findings indicated that these participants benefitted 
from the psychological support from the CCM intervention at this intense period in their lives 
- they reported investing time in reflections on meaning in life, acknowledged the support of 
others, pursued reconciliation with others, and undertook other subjective and fulfilling 
actions.  
Most participants demonstrated increased psychological flexibility: they not only reflected on 
the uncertainties and adversities that they were living with, but took actions as well, 
demonstrating increased emotional strength and flexibility to manage their lives in the best 
ways they could during the disease course.  
Results from this study suggest that a brief, individual home-delivery, low-burden, 
mindfulness-based intervention is a viable psychological support option that could be offered 
 
 v 
by healthcare providers to address the gap in services for patients with advanced cancer. 
Participants’ feedback indicates that the nature and delivery of the CCM intervention made 
this original mindfulness-based brief intervention a readily accessible psychological aid to 
assist them to better cope with their current reality, and a valuable self-management resource 
to help these patients cope with further adversity. 
Conclusion 
Based on the preliminary findings of this study, it is concluded that the participants’ 
perspective of their illness shifted as a result of the CCM intervention, from an initial state of 
vulnerability to one that encouraged and produced positive perspectives and actions in 
relation to the participants’ cancer experience, despite their ongoing vulnerability. These 
findings suggest that those with advanced cancer should be offered suitable options of 
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 Chapter One: Introduction 
1.1 Background  
This thesis is about adults with advanced cancer, and their psychological adjustment to the 
illness and its impact on their remaining life. There is often a significant period of time 
between a terminal diagnosis and the point at which a patient moves into the end-of-life 
phase, yet there is frequently no specific psychological support offered to help patients 
through this very difficult situation. In this introductory chapter, I begin by explaining how 
my interest developed in mindfulness as a psychological intervention for those with incurable 
cancers. 
I graduated in psychology in Brazil, and for the last two years of the course I worked as an 
intern (clinical psychologist) at the university’s clinic of psychology and at the university’s 
hospital. Through these internship experiences I had my first contact with health psychology 
as a discipline and clinical practice, which aroused my initial interest in psycho-oncology. 
After studying the existential approach in psychology, I decided to research the literature on 
psychological interventions in palliative care, which resulted in my first publication1 (Melo, 
Valero, & Menezes, 2013). In the course of my research I came across an article about the 
quality of end-of-life care across the world (Mayor, 2010), and in a list of 40 countries, the 
best care was found to be in the United Kingdom, Australia and New Zealand.  In 2011 I 
moved to the United Kingdom where I experienced working with patients in a hospice.    
In the hospice context, I could observe the impact of a diagnosis of cancer as a life-limiting 
disease. It has both physical and psychological effects, and for many, it creates existential 
concerns (Breitbart & Masterson, 2016; Lin & Bauer-Wu, 2003). What used to be clear and 
certain, unexpectedly becomes uncertain; things that were significant before are not that 
important anymore; what seemed familiar and stable in a person’s life is now unstable and out 
of one’s control (Stuart & Bartley, 2012).  
Coping with the most prevalent physical symptoms of cancer, such as pain, appetite loss and 
fatigue (Teunissen et al., 2007), as well as side effects of medical interventions like surgery, 
chemotherapy and radiotherapy, frequently leads to mental distress with shock, worry, 
hopelessness, fear for the future, anger, and sometimes denial (Chen & Chang, 2012; Dong et 
al., 2016; Pachman, Barton, Swetz, & Loprinzi, 2012). Patients with cancer can feel a sense of 
                                                      




loss, altered roles, difficulty in achieving goals, and concern for the distress of loved ones 
(Chochinov, Tataryn, Wilson, Enns, & Lander, 2000). Anxiety and depression are prevalent 
conditions in those with a cancer diagnosis (Bevilacqua et al., 2018; Bronner, Nguyen, Smets, 
van de Ven, & van Weert, 2017; Mitchell et al., 2011), so psychological interventions become 
relevant to address the impact generated by the disease (Eyles et al., 2015; Greer et al., 2012; 
Sheard & Maguire, 1999). Unfortunately, people living with an advanced cancer diagnosis 
often lack emotional and psychological support, especially in the period before they reach the 
stage of needing round-the-clock care. 
My experience was that patients with advanced cancer would welcome psychological support 
unless they were in denial or using avoidance regarding their terminal diagnosis. In addition, I 
saw that the best way forward for patients with a life-threatening disease to cope successfully 
appeared to be acceptance of their situation: I observed that only after acknowledging their 
diagnosis could they move on.  Then, in the process of coping, they find meaning in their end-
of-life experience, an observation supported by the literature (Benzein, Norberg, & Saveman, 
2001; Bishop et al., 2004; Rosenfeld, Barry et al., 2016).  
During therapy sessions with the hospice clients, I observed that patients with cancer 
struggled to find answers to their questions, such as “Why me?” or often to identify what was 
meaningful in their lives, what really mattered to them for their remaining time. They would 
look for answers from me or my colleagues. 
Sometimes, however family and friends and even healthcare professionals hesitate to talk 
about someone’s advanced cancer or the existential topics that might arise. They may feel that 
they cannot find the right words, or it is too complicated to discuss the disease consequences 
and health deterioration, so this subject may be avoided and not talked about at all. This used 
to create a silence around cancer and the patients. Yet, Breitbart and Masterson (2016) and 
Iwasaki, Di Bianca and Nicholas (2018) found that existential issues are commonly 
experienced between patients with advanced cancer, especially for patients with cancer with a 
short life expectancy who are trying to find meaning in their life before they die. 
This kind of situation frequently arose in my work with patients, and it could be devastating 
for the patient’s family, friends, community and the healthcare team, creating a generalised 
sorrow and burden around the work place. My observation was that the death could be less 
traumatic if psychological support was available before the patient reached the last stage of 
life, and this kind of support should start by understanding the current reality for patients and 
family members.   
 
 3 
My knowledge of mindfulness practice, and the relaxation techniques taught in my 
psychology undergraduate course, made me realise that those techniques could be useful in 
helping patients to feel calmer and more relaxed before they could talk about their feelings. 
Subsequently I taught some basic meditation and mindful breathing2 techniques in a few 
sessions of group therapy in a hospice, and received positive feedback from the family 
members and the patients. Nonetheless, the mindful coping skills I was familiar with, 
focusing on the present moment experiences and achieving a calm state of mind, did not 
address patients’ psychological needs if they were in denial of their diagnosis, or questioning 
the meaning of their life. I therefore searched for an approach more suited to patients with 
terminal cancer, especially approaches already tested by research. However, not only did I fail 
to find suitable interventions, but I discovered there appeared to be limited research on how 
best to support the psychological needs of patients with advanced cancer. 
From my experiences and subsequent reading, I therefore became interested in developing an 
intervention that would help my patients, one that would assist them to discover meaning in 
their experience of having cancer, to acknowledge their poor prognosis and possibly feel 
peaceful, not facing the proximity of their death feeling anxious and with unresolved issues. I 
wanted the intervention be one that they could use themselves as needed, rather than being 
reliant on an appointment with a psychologist. Further, I wanted to test the proposed 
intervention on the target population.   
This thesis therefore examines the use of mindfulness3, acceptance4 and meaning in life5 for 
adults with advanced stages of cancer6, using a mixed methods approach. I have chosen these 
topics in a field of study where psychological support is much discussed, and yet there are 
significant gaps in its application for this advanced cancer population, discussed more fully 
below.   
                                                      
2 Mindful breathing, is a technique used to ground the person in the present moment with awareness of their 
breath, purposefully paying attention to the breath, to the air coming in and out throughout the person’s nostrils 
or via the movement of the person’s belly (Kabat-Zinn, J., 2013). 
3 Mindfulness is the ability to be in the present moment, in an accepting and non-judgmental way. As a practice 
it is used primarily to cultivate awareness through purposefully paying attention on the present moment (Kabat-
Zinn, 2004).  
4 In the current research, the term “acceptance” refers to accepting the present moment experiences (Hayes, 
Strosahl, & Wilson, 2012). Acceptance is used “in the sense of not creating unnecessary distress and distraction 
by fighting the fact that something unwanted has happened” (Monshat & Castle, 2012, p. 569). 
5 Meaning in life is “the sense made of, and significance felt regarding, the nature of one’s being and existence” 
(Steger, Frazier, Oishi, & Kaler, 2006, p. 81). A person’s spiritual freedom to choose one’s attitude towards 
suffering, cannot be taken away, and this independence of mind makes life meaningful and purposeful (Frankl, 
1959/1992). These definitions inform the current study’s view of the role of meaning in life in psychological 
interventions. 
6 Advanced cancers are the late stages of cancer, defined as metastatic or cancers at stage III or IV (Adamo, 
Dickie, & Ruhl, 2016; Edge et al., 2010).   
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1.2 Increasing cancer incidence and importance of supportive care 
A focus on the psychological needs of those with advanced stages of cancer is pertinent given 
the cancer incidence increase and the number of deaths caused by cancer reported globally 
every year. In 2018, the latest figures available from the World Health Organization (2018) 
for the overall cancer incidence was 18,078,957 cases worldwide with 9,555,027 deaths. 
Australia and New Zealand combined, lead the first place in the WHO’s incidence rates for all 
cancers, with 463.1 cases per 100,000 population, followed by North America with 350.2 
cases per 100,000 and Western Europe with 323.4 cases per 100,000.  
In New Zealand, there is a disproportionately high incidence of cancer in the Māori 
population, where adults aged 25+ had higher cancer registration proportions (506.3) than 
non-Māori adults (405.8) for total cancers (Ministry of Health, 2015a). Lung cancer was the 
principal cause of death for Māori female, and the second main cause of death for Māori 
males (Ministry of Health, 2015a, 2015b).  
The New Zealand Ministry of Health has recognised the importance of supportive care in 
enabling patients with cancer to cope better with several issues resulting from having cancer, 
like financial problems, domestic and personal issues. The Ministry stated in 2014 that over 
the past five years “new funding has been made available to establish psychological and 
social support services throughout New Zealand” (Ministry of Health, 2014, p. 19), and the 
government expects that by 2018 “more people will be accessing the psychological and social 
support they need” (Ministry of Health, 2014, p. 19). 
From a healthcare perspective, patients with terminal or palliative conditions usually have left 
to live only a few months, weeks, or days (Eve, Smith, & Tebbit, 1997; Lamont & Christakis, 
2002). Palliative interventions and advance care planning, and support services are very well 
established for this group in their last few weeks of their life. However, patients with 
advanced cancer who are non-palliative experience extreme emotional turmoil (Addington-
Hall, Bruera, Higginson, & Payne, 2009; Bronner et al., 2017; Mitchell et al., 2011). If they 
are not in a hospice or at the end of life they are often left to cope with their terminal 
diagnosis for many months, or even years, with no psychological support. The difficulty of 
predicting exactly how much time the patients have left to live might explain this, but an 
additional issue is likely to be the word “terminal”, which generally focuses on the final 
stages of life and the support needed at this time, and not on the possibly lengthy interim 
period following diagnosis. To clarify the terminology used in subsequent chapters, the 
following section explains how the different stages of cancer are classified.   
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1.3 Grading advanced stages of cancer  
Staging cancer tumours is a method used to identify the tumour’s size, if it has spread, and in 
this case, how far it has spread. The stage of the cancer is crucial to determine what type of 
treatment will be necessary for the patient, the prognosis and the approximate time of life-
expectancy (Mahul, 2016). Usually, when the cancer is advanced it is less likely to be cured 
(Cancer Council SA, 2013; Stuart & Bartley, 2012). 
The International Union for Cancer Control (UICC) and the American Joint Committee on 
Cancer (AJCC) are cancer staging systems extensively used by clinicians. This system present 
codes to the specific site of the tumour and the magnitude of the primary tumour (T), regional 
lymph nodes (N), and distant metastases (M) to provide a TNM “stage grouping.”  The TNM 
is regularly updated, according to the prognoses’ progressions and cancer therapies (Edge et 
al., 2010; Edge & Compton, 2010; Mahul, 2016).  
When cancer spreads from the place where it first grew to other regions of the body, it is 
beyond the early stages and is called advanced, metastatic, progressive or secondary cancer, 
when the primary cancer is not or cannot be treated (Edge et al., 2010). Advanced cancer is 
unlikely to be cured, but often it can be treated to slow its growth and reduce symptoms 
(Cancer Council SA, 2013; Edge & Compton, 2010). Another method to categorise cancers is 
The Surveillance, Epidemiology and End Results (SEER) acronym which classifies cancer 
tumours into four categories/stages: localised, locally invasive, involving regional lymph 
nodes (LN) and metastatic disease (Adamo et al., 2016). 
Similarly, the cancer stage is graded. Stage 0 is called in situ, or melanoma in situ (Tis) (Edge 
et al., 2010), meaning the cancer is still located in the initial place, has not spread, and it is 
usually curable. Stage I refers to a small tumour that has not grown significantly or spread, 
and this is often called early-stage cancer. Stage II and Stage III imply that the tumours are 
larger, that may have spread or grown more deeply. Stage IV is also termed metastatic or 
advanced cancer, and this means that the tumour has spread (American Society of Clinical 
Oncology, 2018; Edge et al., 2010). Between stages I and IV there are variations in the 
tumours extensions, if it has extended, and the size/dimension of the tumours, these 
specifications are classified as stages IA, IB, IC, IIA, IIB, IIC and IIIA, IIIB, IIIC, and stage 
IVA, IVB and IVC (Edge et al., 2010). The cancer stages, size of tumour and prognosis are 
detailed in Table 1.1.  
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Table 1.1 Stages of cancer and prognoses 
Cancer stage 
Stage 0 = Early-stage cancer 
Stage I = Early-stage cancer 
Stage II = Early-stage cancer 
Stage III = Advanced or metastatic  
Stage IV = Advanced or metastatic 
Tumour size / metastasis 
in situ / has not spread  
small / has not spread 
medium-large / may have spread 
large / may have spread 
large / has spread 
Prognostic 
Likely to be cured 
Likely to be cured 
Likely to be cured 
Unlikely to be cured 
Unlikely to be cured 
 
In this study, advanced cancers are defined as cancers at stage III or IV of the disease, 
consistent with the nomenclature in the AJCC Cancer Staging Manual (Edge et al., 2010) and 
in numerous studies in this field (Breitbart et al., 2012; Breitbart et al., 2010; Breitbart et al., 
2015; Ellis et al., 2017; Henry et al., 2010; Lethborg, Schofield, & Kissane, 2012; Lo et al., 
2016; Rost, Wilson, Buchanan, Hildebrandt, & Mutch, 2012).    
1.4 Use of psychological interventions for cancer  
The definitions of psychological interventions in oncology are diverse, and depend on the 
content of the intervention, the type of delivery, the proposed mechanisms and the targeted 
outcomes (Hodges et al., 2011). Hodges et al. (2011), in a meta-review, found no consistency 
in the definition and descriptions of psychological interventions in cancer care; analysis of 79 
different treatments found the definitions overlapped and were poorly specified, and there was 
no clear distinction between “psychological” and “psychosocial” interventions.  
More than a decade ago, the most common psychotherapies used for patients with cancer 
were Adjunctive Psychological Therapy (APT), Cognitive Behavioral Therapy (CBT) and 
Problem-Solving Therapy (PST) (Newell, Sanson-Fisher, & Savolainen, 2002). Chong et al. 
(2016), in an updated review, included all types of psychotherapy studied for the treatment of 
psychological distress in adults with cancer. Apart from APT, CBT and PST, many more 
types of interventions showed some promising results: their review included group therapies, 
Rational-Emotive Behavior Therapy (REBT), support and psychoeducational therapies, 
Supportive-Expressive Group Therapy (SEGT), support discussion groups, Dialectical 
Behavior Therapy (DBT) and Psycho-Spiritual Integrative Therapy (PSIT) (Chong et al., 
2016).  
Psychological interventions are delivered to patients with cancer of any stage, and take into 
account the patient’s diagnosis and their social context, family and caregivers (Castro, 2001). 
The emphasis is typically on the use of coping strategies, working with patients on their 
 
 7 
understanding of their health condition and interpersonal relationships (Comas, Schröder, & 
Villaba, 2003). The therapeutic work of a psychologist in this context, aims at providing the 
patients with a safe space for talking about their life, the disease, fear of dying and any other 
topics that the patient sees as important. Active listening and other strategies by psychologists 
in palliative care enables patients to recognise and transform aspects of their life that were 
causing them suffering and loss (Nunes, 2009) to improve the quality of their remaining life 
(Kovács, 1992 ). Recent research confirms that cancer survivors with a history of cancer of 
any type, independently of the cancer stage, felt that they needed or may have benefitted from 
psychological support since they were diagnosed (Arch, Vanderkruik, Kirk, & Carr, 2017).  
In spite of these interventions being potentially beneficial for patients with advanced cancer, 
most of them cover only a specific topic, for example, stress reduction (Kabat-Zinn, 1990; 
Santorelli, 2014), meaning in life (Breitbart & Poppito, 2014; Breitbart et al., 2010; Breitbart 
et al., 2015) or dignity (Chochinov, 2002; Chochinov et al., 2005). In addition, not all of these 
interventions are easily accessible by people who have advanced cancer, and those who are 
not receiving palliative care at the hospital may not be aware of psychological or other 
support being offered by their local hospital or community.  
Studies on psychological interventions being used for advanced cancer populations primarily 
focus on coping with cancer (Carlson, 2016; Ellis et al., 2017), enhancing dignity in patients 
with advanced cancer (Chochinov, 2002; Chochinov et al., 2005; Chochinov et al., 2011; 
Julião, Barbosa, Oliveira, Nunes, & Carneiro, 2013; Passik et al., 2005), or on increasing a 
sense of peace and meaning in life for patients with advanced cancer (Breitbart & Poppito, 
2014; Gibson, Tomarken, & Breitbart, 2006; Greenstein & Breitbart, 2000; Hales, Lo, & 
Rodin, 2015; Lo et al., 2014; Nissim et al., 2012). 
Few studies consider interventions for patients with terminal cancer using mindfulness, and 
these are discussed in more detail in Chapter Two. Of these studies, one considers stress 
reduction in patients with terminal cancer (Tsang, Mok, Lam, & Lee, 2012), some researchers 
address difficulties with acceptance (Hayes, Luoma, Bond, Masuda, & Lillis, 2006; Hayes, 
Strosahl, & Wilson, 1999b; Rost et al., 2012), and others focus on providing mindful coping 
skills to better cope with the emotional symptoms due to the disease course (Ando, Kira, 
Hayashida, & Ito, 2016; Chambers, Foley, Galt, Ferguson, & Clutton, 2012; Chambers et al., 
2017; Lengacher et al., 2012). Carlson and Speca (2010) and Carlson (2013) examines a 
mindfulness intervention for those where there is a possibility of treatment and the cancer is 
curable, and when patients are in recovery. Overall, though, there is a lack of research into the 
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psychological support needs of those with advanced cancer who have not yet reached the 
palliative or end of life stage (Gysels & Higginson, 2009).  
This gap in research is likely to be related to the difficulty in conducting research with 
advanced cancer population, who have compromised health, which affects their recruitment, 
assessment and retention in studies (Addington-Hall et al., 2009). Patients with advanced 
cancer are a vulnerable group whose interests must be protected (Agrawal, 2003; Reyna, 
Bennet, & Bruera, 2009), and ethical considerations are clearly a major barrier to research.  
There is a possibility that the patients’ capability to make an informed decision about 
participating or not in a research study can be diminished for a period of time. This may be 
due to cognitive impairment, and as Addington-Hall et al. (2009) explain, they are not only 
likely to feel tired and unwell, but they could be at risk of adverse effects associated with their 
treatments.  Furthermore, these patients usually are not independent, they need assistance for 
physical demands, for example, from family members, and if those are present during 
interviews, this may raise privacy concerns.  
In this context, I developed the “Coping with Cancer Mindfully” (CCM) intervention 
specifically to be used independently by participants at home.  This client-centred 
intervention placed this group’s needs as central, with the intention of the delivery design to 
overcome the practical difficulties of providing psychological support to someone with 
increasingly difficulty attending professional appointments as their illness progresses, and 
with the intervention being readily available when participants need it.  
From a research perspective, it is necessary gather preliminary data to evaluate the efficacy of 
a new psychological intervention specially developed for the advanced cancer population to 
determine whether such an intervention is beneficial, that is, if it can improve participants’ 
psychological adaptation to their situation and help them to cope.  
The overall research question is therefore: Do adults with advanced cancer who received the 
CCM intervention, experience better adaptation to and coping with their current situation, 
through improved mindful coping skills, developing an acceptance stance and reflections on 
meaning in their life? 
1.5 Research aims and thesis structure 
The overall aim of this research is to evaluate the delivery of a mindfulness-based 
intervention, called Coping with Cancer Mindfully (CCM), designed to provide psychological 
and emotional support to adults with advanced cancer in order to facilitate psychological 
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adaptation to their current situation. The intervention focuses on mindful coping skills, 
acquiring an acceptance stance and reflection on meaning in the patients’ life. The brief CCM 
intervention has a home-based delivery format, with minimal equipment, and repeated 
practice at their own pace. 
The specific aims of this research are: 
I) To gather preliminary data regarding the efficacy of the CCM intervention  
II) To evaluate qualitatively how participants experience the CCM intervention 
III) To evaluate the feasibility of the recruitment strategy of this study 
The advanced cancer population requires coping strategies to be able to maintain 
psychological well-being. This study focuses on providing an intervention where patients with 
advanced cancer can obtain new coping skills to help them to cope better with the disease 
course and psychological symptoms while living out the final years or months of their lives, 
in accordance with what is meaningful for them.   
The chapters following this introduction are organised as follows:  
Chapter Two begins by reviewing the literature on definitions of mindfulness, the 
significance of acceptance, and the practice of mindfulness as a psychological intervention. A 
systematic review follows on the acceptability and potential benefits of Mindfulness-Based 
Interventions (MBIs) for adults with advanced stages of cancer.  
Some material from a previously published paper (Zimmermann, Burrell, & Jordan, 2018) 
relating to the concepts of mindfulness and acceptance are included in Chapters One and Two 
of this thesis. This material and the full paper with the permission of the journal publishers are 
attached in Appendix A and B.   
Chapter Three reviews the literature on the concept of meaning in life, including its 
definitions, and the relation of meaning in life to the advanced cancer population. Then a 
scoping review of the literature is conducted to explore the role of meaning in life in relevant 
psychological interventions known as Meaning in Life Therapies (MLTs) used for this 
population. 
Chapter Four discusses the development, rationale and content of the current study’s CCM 
intervention. The delivery aspects and the involvement for participants are presented in detail.  
Chapter Five presents the methodology and methods used in this study. It includes 
definitions of mixed methods, the methodological dichotomy between qualitative and 
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quantitative research, followed by the rationale for the study’s mixed methods research 
methodology, details of the research paradigm, the research question and aims. Then the 
research procedures are presented, followed by a description of both quantitative and 
qualitative approaches used for data collection, data analysis and data convergence for further 
interpretation.  
Chapter Six presents descriptive information about the sample in this feasibility study and 
quantitative findings in relation to outcomes for questionnaires used to measure key concepts: 
mindful coping skills, acceptance stance and meaning in life. This includes examination of the 
relationship between measures, and pre-post changes to provide preliminary evidence. 
Chapter Seven presents the results from the qualitative data, following thematic analysis of 
pre-post-interviews with study participants, and how participants experienced the CCM 
intervention. 
Chapter Eight presents the convergence of the quantitative and the qualitative data. Both 
strands of data were integrated, compared and interpreted. A comprehensive integrated 
analysis of the findings is presented in relation to the research aims, and the merged results 
generated are cited. 
Chapter Nine discusses the study findings, comprised by the merged results which are 
discussed and related to the existing literature. Then the research processes are discussed 
followed by several aspects related to the recruitment phase of this research, and the role of 
the researcher in the current intervention study is discussed. The chapter concludes with 





 Chapter Two: Literature Review on Mindfulness, Acceptance and 
Mindfulness-Based Interventions for Adults with Advanced 
Cancer 
This literature review chapter7 addresses two key concepts that inform this thesis, mindfulness 
and acceptance. Explanations of these concepts, and discussion of the relationship between 
mindfulness and acceptance are placed in the context of mindfulness practice. The chapter 
begins by considering definitions of mindfulness and then outlines the development of 
Mindfulness-Based Interventions (MBIs) as psychological interventions, and their use in 
treating a range of psychological disorders from depression to addictive behaviour, as well as 
the emotional distress of an advanced cancer diagnosis. The chapter then provides a 
systematic review of the literature on the use of MBIs as psychological interventions for 
adults with advanced cancer, to evaluate the MBIs’ delivery, acceptability and benefits for 
this group.   
2.1 Definitions and practice of mindfulness 
Mindfulness is generally described as a type of meditation that cultivates the ability to be in 
the present moment in an accepting and non-judgmental way (Kabat-Zinn, 2004). Although 
mindfulness has its origins in secular Buddhism (Gira, 1989), its practice involves several 
skills that can be learned by people from different religious with distinct belief systems (Baer 
& Krietemeyer, 2006). Kabat-Zinn (2003, p. 145) defines mindfulness more deeply as “the 
awareness that emerges through paying attention on purpose, in the present moment, and non-
judgmentally to the unfolding of experience moment by moment.” The advantages of this 
kind of meditation are described variously as promoting concentration and greater insight 
enabling one to feel compassion for oneself, and therefore over time to experience an 
improvement in mood, well-being and happiness (Williams & Penman, 2011), and achieving 
a sense of peace or tranquillity (Carlson & Speca, 2010).  
                                                      
7 This chapter includes, with permission of the journal publishers, material from an article previously published 
by myself (as the present author), “The acceptability and potential benefits of mindfulness-based interventions in 
improving psychological well-being for adults with advanced cancer: A systematic review” (Zimmermann et al., 
2018), published in 2018 by Complementary Therapies in Clinical Practice Journal, 30, 68-78. The full article 
is reproduced in Appendix A.  
The candidate’s contribution to the published paper was to search for studies and decide on their inclusion, 
confirmed by the two co-authors and supervisors, Dr Beverley Burrell and Dr Jennifer Jordan, and then draft the 
paper. Effect size calculations were computed by F. F. Zimmerman and J. Jordan. Analysis and interpretation of 
data was performed by F.F. Zimmermann, J. Jordan and B. Burrell. The co-authors also provided editorial input 
into the final draft, and all authors approved the submitted version of the article.  
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Some authors have discussed possible mechanisms involved in the process of mindfulness, 
how mindfulness works and how it effects changes and transformation in people’s lives. 
Zindel V. Segal, the cognitive psychologist and one of the creators of Mindfulness-Based 
Cognitive Therapy program, along with Pierre Philippot, Professor of Psychology who 
researches cognitive emotion regulation and MBIs, explain in their article, three basic 
psychological processes involved in mindfulness practice that people can be trained to 
develop. These are: attention control, reflexive awareness and the ability to stop before 
delivering impulsive responses (Philippot & Segal, 2009). Attention control refers to the 
capacity to pay attention on a specific object, on purpose, and to maintain this attention, as 
well as to disengage attention from thoughts or triggers activated by emotions. Reflexive 
awareness raises awareness of one’s body state, and of the automatic thoughts and emotions 
that arise. The ability to suspend impulsive/immediate responses to these thoughts and 
emotions requires training to generate a “mental barrier” (Philippot & Segal, 2009). 
A review study which included six types of psychotherapy for patients with cancer (analysing 
17 clinical trials) found that the mindfulness elements included in the Psycho-Spiritual 
Integrative Therapy (PSIT) and in the Dialectical Behavior Therapy (DBT) were the most 
effective strategies used in those psychotherapies for reducing psychological distress in 
patients with cancer (Chong et al., 2016). DBT is a type of psychological intervention that 
includes elements of mindfulness, and it is designed as a treatment for people with borderline 
personality disorder. DBT focuses on personal behaviour and emotional changes via 
accepting emotional experiences and mindfully observing one’s thoughts and feelings in order 
to modify these (Linehan, 1993). The DBT program is usually of long duration (about one 
year of weekly meetings) (Linehan, 2015), while other MBIs like Mindfulness-Based Stress 
Reduction (MBSR) are shorter in length (about two months long, weekly meetings) (Kabat-
Zinn, 1982; Kabat-Zinn, J., 2013). 
Whereas the DBT targets psychiatric symptoms, mindfulness meditation as an intervention 
was initially developed and applied to those with significant/chronic medical conditions by 
Jon Kabat-Zinn in 1979, published in 1982 (Kabat-Zinn, 1982). Several subsequent studies 
have found considerable evidence confirming the benefits of mindfulness meditation for those 
who face a range of health problems (Gans, O’Sullivan, & Bircheff, 2014; Gardner-Nix, 
Barbati, Grummitt, Pukal, & Raponi, 2014; Zernicke et al., 2013).  
Shapiro et al. (2006) cite three main components (axioms) of mindfulness theory: (1) 
intention, (2) attention, and (3) attitude that lead to a meta mechanism called reperceiving. 
These terms are described below. 
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(1) Intention is a valuable aspect of mindfulness practice.  Intentions or goals can be 
dynamic and evolve, and when practicing mindfulness they can be changed, become 
deeper, and more conscious and insightful.   
(2) Attention in mindfulness practice is to observe one’s internal and external 
experience, thought, sensations and feelings, moment-to-moment. Paying constant 
attention to the practice is predicted to result in the improvement of all the three 
skills of intention, attention, and attitude. 
(3) Attitude involves the quality of awareness, of how actively a person addresses 
mindfulness practice. Shapiro et al. (2006, p. 377) argues that an attitude of bringing 
acceptance, kindness and openness to one’s mindfulness practice “is essential to 
make the attitudinal quality of attention explicit”.  
Shapiro and colleagues (2006) state that mindfulness practice with quality of intention, 
attention, and attitude leads to a shift in perspective, i.e. reperceiving, which leads to a more 
positive outcome and outlook on life. Reperceiving is seem as enabling one to detect and 
detach oneself from the contents of one’s thoughts, and perceive one’s present experience 
clearly and with more neutrality. This shift in perspective is believed to be facilitated via the 
mindfulness process of “intentionally attending moment by moment with openness and non-
judgmentalness” (Shapiro et al., 2006, p. 377).  According to Kabat-Zinn, “Your intentions 
set the stage for what is possible. They remind you from moment to moment of why you are 
practicing in the first place” (Kabat-Zinn, 1990, p. 32). 
What Shapiro et al. (2006) call reperceiving through mindfulness practice, Segal, Williams 
and Teasdale (2002, 2013) call “decentered perspective,” i.e. when a shift is made from 
perceiving negative thoughts as distressing or dangerous to seeing them as impersonal and 
part of a process. Williams and Penman (2011) describe this stage of mindfulness as a form of 
pure awareness unclouded by a person’s intruding thoughts, feelings and emotions - this 
means that it is possible to see things more clearly and from a distance, thereby changing the 
person’s perspective and potentially transforming their experience of life. When people feel 
sadness, anxiety, or irritability, it is not their temperament that cause harm but how they react 
to those events and feelings (Williams & Penman, 2011). In mindfulness practice, people are 
guided to explore pleasant and unpleasant experiences in order to recognize patterns of 
reactivity and to foster the possibility of responding in a different manner (Crane et al., 2017).  
The experience of health issues and disease symptoms may be moderated by the use of 
adaptive coping strategies, mindfulness is therefore increasingly being used for stress 
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reduction (Carlson & Garland, 2005; Kieviet-Stijnen, Visser, Garssen, & Hudig, 2008; 
Lindsay, Young, Smyth, Brown, & Creswell, 2018; Speca & Carlson, 2006). The basis of 
MBIs is to understand how people respond and relate to stressful situations, so rather than 
focusing on the stressful event itself, people are trained to notice feelings and thoughts as 
events in the mind that come and go (Crane et al., 2017). Once people can see thoughts as just 
thoughts and not necessarily the reality, there is a shift in relationship with these feelings, and 
a decentered perspective is reinforced (Segal et al., 2002, 2013). The best outcome is effective 
use of these adaptive coping strategies, a positive adjustment that allows for personal growth 
and resilient coping in the face of a difficult situation (Fife, 2005).  
MBIs have the potential to assist people to becoming more accepting of their life experiences, 
to increase resilience, and to acquire a sense of stability while handling the fluctuation and 
challenges cause by an illness (Carlson & Halifax, 2011). The practice of mindfulness by 
people with a serious illness can impact positively in the way they react to difficult situations, 
for example when they are in pain or facing their own mortality (Carlson & Halifax, 2011), as 
“mindfulness implies the capacity to tolerate emotional discomfort generated by not giving in 
to the urge to immediately respond” (Philippot & Segal, 2009, p. 13).  
MBIs are considered psychological interventions due to the psychological processes involved 
in mindfulness practice, mainly attention, perception, and consciousness (Philippot & Segal, 
2009). For instance, the non-judgmental aspect of mindfulness is related to a psychological 
ability to voluntarily focus attention on present moment experiences as they are, while 
inhibiting the attention directed to automatic thoughts, thus “mindfulness-based interventions 
can be defined as psychological training programs aiming at developing the capacity of being 
aware of one’s on-going experience, including any automatic thoughts and processes that 
might otherwise remained unnoticed” (Philippot & Segal, 2009, p. 4). Mindfulness-informed 
programs teach people to notice the effects of their thoughts on the body, and the way these 
thoughts and sensations generate further feelings and thoughts that do not belong to the reality 
of the situation itself (Crane et al., 2017).   
The latest MBIs are included in the called “third wave” of behavioural and cognitive therapies 
(Hayes, 2004) or “mindfulness-informed” programs (Crane et al., 2017). The “first wave” was 
the traditional Behavioural Therapy, and late in the 1970s the “second wave” was Cognitive 
Behavioural Therapy (CBT). Hayes and Hofmann (2017) explain that the third wave methods 
of therapy emphasize the relationships of people with their thoughts instead of focusing on the 
content of those thoughts (Hayes & Hofmann, 2017) they focus on topics such as 
metacognition, acceptance and how people relate to their internal experience, instead of 
 
 15 
focusing on controlling these experiences (Crane et al., 2017). These third wave therapies 
(e.g., Acceptance and Commitment Therapy, Dialectical Behaviour Therapy, Mindfulness-
Based Cognitive Therapy, Metacognitive Therapy) involve mindfulness, acceptance-based 
procedures, emotions, values and goals, and are person-centred care used to alleviate distress 
(Hayes & Hofmann, 2017). 
The Mindfulness-Based Stress Reduction (MBSR) program, devised in the 1990s by Kabat-
Zinn, has been widely adopted in clinical settings (Carlson & Garland, 2005; Carlson, Speca, 
Faris, & Patel, 2007; Lengacher et al., 2009; Mackenzie, Carlson, Munoz, & Speca, 2007; 
Speca & Carlson, 2006). The program is an eight week course of two and a half hours of 
mindfulness sessions per week, and an eight-hour retreat day of silent mindful practice, 
usually delivered in groups (Kabat-Zinn, 1990). MBIs have been designed for different 
populations, medical conditions and diverse contexts, for example, Mindfulness-Based Eating 
Awareness (Kristeller, Wolever, & Sheets, 2014) targeting people with eating disorders; 
Mindfulness-Based Relapse Prevention (Brown, Chawla, & Marlatt, 2012), developed to help 
people with addicted behaviours; Mindfulness-Integrated Cognitive Behavioral Therapy 
addressing general stress conditions and psychological disorders (Cayoun, 2011); and 
Mindfulness-Based Cognitive Therapy (MBCT) for depression (Segal et al., 2002, 2013). 
MBCT aims to develop patients’ awareness and change their way of viewing unwanted 
thoughts, feelings, and body sensations, so people will not avoid or react to these feelings in 
an automatic way but respond to them with awareness (Segal et al., 2002).  
Carlson and Speca (2010) developed their initial MBSR program (cited above), into a 
program called Mindfulness-Based Cancer Recovery (MBCR). Structurally, this program still 
has eight sessions with a weekend retreat, but the sessions are shorter, one hour and a half to 
two hours, in recognition of the limited energy of the population, with focus on cognitive 
coping strategies; imagining calming or helpful scenes; practice of loving-kindness for 
oneself and for others; and controlling issues of sleepiness, fear of cancer recurrence and pain. 
Mindful movement through yoga postures is also incorporated as a strong component, and 
there is emphasis on group process and group support (Carlson, 2016). 
2.2 Acceptance and avoidance in adults with advanced cancer 
A diagnosis of advanced cancer often leads to mental distress associated with shock, fear for 
the future, hopelessness, anger, a sense of unfairness, and sometimes denial (Chen & Chang, 
2012; Dong et al., 2016; Pachman et al., 2012). Patients with cancer may feel too vulnerable 
and overburdened by the physical effects of cancer-related treatment and unable to be mindful 
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to reflect on meaningful aspects of their life (Hulbert-Williams, Storey, & Wilson, 2015). 
Some patients decide not to trust others but count exclusively on themselves, a response 
described as avoidance attachment (Mikulincer & Shaver, 2007).  
People who use avoidance attachment are more likely to use avoidance coping (Roberts et al., 
2018). Studies of advanced cancer samples have demonstrated that avoidance coping, that is, 
avoidance of aversive experiences, is associated with or contributes to psychological distress 
(Hayes et al., 2006; Miller, Manne, Taylor, Keates, & Dougherty, 1996; Mosher et al., 2017; 
Zabalegui, 1999). Patients with this coping style are also more likely to have depression than 
those who acknowledge their cancer prognosis (Chochinov et al., 2000).  
Adopting a fighting spirit or attitude is often encouraged in patients with cancer, for some, 
this may involve experiential avoidance as indicated above, such as avoiding their fear of 
death, or their feelings of hopelessness (Hulbert-Williams et al., 2015). It is important 
however, that patients are able to comprehend the several types of their life experiences, 
including the negative and distressing ones (Hulbert-Williams et al., 2015).  
When people adopt an acceptance stance, they can embrace all kinds of experiences, 
including the negative ones, though the concept of acceptance in this sense should not be 
confused with pessimism, giving up or passive resignation (Hayes & Smith, 2005), or 
approval of an unwanted condition (Linehan, 1993; Segal et al., 2002). An acceptance stance 
means that the person can recognize the facts, and instead of battling with blame or using 
denial, the person will move toward acceptance of the reality, allowing themselves to feel loss 
and grief in a non-judgmental way. This response can bring a sense of relief and liberation 
(Carlson, 2016). If however, a person engages in mindfulness practice/treatment with a 
negative or judgmental attitude, the effect could be contrary to the practice/treatment’s 
intentions (Shapiro et al., 2006). 
In the current study, acceptance is seen as an active process of gaining new coping skills 
when facing the poor prognosis of an advanced disease. Acceptance, as defined in Chapter 
One, is used “in the sense of not creating unnecessary distress and distraction by fighting the 
fact that something unwanted has happened” (Monshat & Castle, 2012, p. 569). Accepting 
one’s own feelings and suffering, and limiting self-criticism, promotes compassion and a 
sense of calm and well-being (Larroya, López, Castro, & Moncayo, 2017).  In addition, when 
a person accepts the challenge of suffering courageously, they find something worth to stand 
up and face it. In choosing to take this stance, the unavoidability of suffering comes to have a 
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meaning that is called “the potential meaning of suffering”, and consequently find a meaning 
in their life experiences (Frankl, 1959/1992, p. 116).   
Acceptance plays an essential role in terms of coping for people with advanced cancer, that is 
because advanced cancer is by definition unlikely to be cured (Cancer Society of New 
Zealand, 2008; Edge & Compton, 2010). Emotional reactions and existential questions arise 
when the patients become aware of the disease’s progression. Usually, at the end of life, 
patients experience several changes in their bodies, different social roles, grief, and awareness 
that their loved ones are distressed, all contributing to suffering (Chochinov et al., 2000). 
When coping with the disease, adults with advanced cancer therefore demand emotional 
support to assist them in accepting their current situation and to make sense of things, then 
adjustments in their lives are made and they can potentially re-achieve positive emotions 
(Roberts et al., 2018).  That said, new psychological techniques such as MBIs certainly have a 
role in enhancing patients’ wellbeing, to prevent depression and to enable people to cope with 
future problems related to the disease (Stuart & Bartley, 2012).  
2.3 The role of acceptance in mindfulness practice 
The concept of acceptance in mindfulness practice emerged in 1996, defined as seeing things 
as they actually are, in a non-judgmental way, in the present moment (Kabat-Zinn, 1996). 
Acceptance when integrated into mindfulness practice in an Acceptance-Based Behavior 
Therapy (ABBT), showed significant effects in reducing anxiety and psychological distress in 
people with chronic anxiety, particularly in the experiential avoidance and mindfulness, 
measured by the Acceptance and Action Questionnaire (AAQ) and the Mindfulness Attention 
and Awareness Scale (MAAS) respectively (Roemer, Orsillo, & Salters-Pedneault, 2008). 
Non-reactivity and non-judging of inner experience can be seen as forms of operationalizing 
acceptance, and they are considered useful components in enhancing psychological well-
being (Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006).  
Acceptance is the main component of an increasingly popular MBI called Acceptance and 
Commitment Therapy (ACT) developed in 1994 by Hayes (1994). ACT is based on a 
psychological flexibility model that integrates mindfulness and acceptance (accepting the 
present moment experiences) with values and assisting people to behave according to these 
chosen values (committed actions) (Hayes, 1994; Hayes et al., 1999b, 2012). In 2005, Orsillo 
et al. (2005) developed ABBT, a therapy program drawing from MBCT and ACT. ABBT 
comprises 16 individual sessions (between 60 and 90 minutes each session), and is used for 
people with chronic anxiety disorder: the therapy aims to increase clients’ awareness of their 
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usual anxious responses to life events, the function of their emotions, and the experiential 
avoidance and judgement (Roemer & Orsillo, 2007; Roemer et al., 2008). 
The concept of acceptance in ACT is the same as in other MBIs (non-judgemental 
acceptance). ACT also proposes that values basically motivate people’s actions towards a 
profound sense of meaning, engagement and vitality, all related to good psychological health 
(Baer, 2015). ACT therapists assist clients to identify their values and goals, which are the 
most important things to people, commonly attributed to relationships with family or friends, 
work, community activities, spirituality, connection with nature, learning new skills and 
leisure activities (Baer, 2015). Identifying these values and goals is particularly helpful in 
assisting people to develop a satisfying and meaningful life despite stressful experiences 
(Baer, 2015), so they can make changes in their lives and live according to their values and 
goals (Philippot & Segal, 2009).  
Carlson and Halifax (2011) argue that the psychological symptoms faced by patients with 
cancer are well addressed by approaches that include acceptance and awareness, adopting a 
posture of seeing things objectively as they are, and being in the present moment. When 
people allow acceptance of their life conditions, for example, their limited health, they are 
able to stop questioning “why” particular things happen and instead, focus on what is 
happening in their present moment (Carlson, L. E. & Halifax, J., 2011).  
Research into the advantages of acceptance of their diagnosis, for adults with advanced 
cancer, has found an association with better psychological well-being. A study with 200 
patients with advanced cancer demonstrated that patients who acknowledged or accepted their 
prognosis felt motivated to find flexible ways to deal with the disease symptoms and better 
organize their lives, and also were less likely to be clinically depressed than patients who did 
not accepted their prognosis (Chochinov et al., 2000).  Lin and Bauer-Wu (2003) found that 
acceptance of the prognosis can enable coping and assist people to live in the present moment. 
Lin (2008) later found in her narrative analysis of 12 US-resident Chinese immigrants with 
advanced cancer that acceptance helped the participants adjust to the their reality of having 
advanced cancer, and to the possibility of facing death.  
Cavanagh, Strauss, Forder and Jones’ (2014) systematic review and meta-analysis also 
supports the benefits of mindfulness and acceptance together taught via self-help resources.  
Recent research supports the inclusion of acceptance as a component in therapeutic 
interventions (Kotsou, Leys, & Fossion, 2018; Lindsay et al., 2018).  Previous research 
hypothesised that mindfulness practice along with acceptance helped people to work with 
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emotional obstacles in a constructive way to achieve values-consistent behavior (Baer, 2015). 
However, Kotsou et al. (2018) demonstrated that acceptance is a strong predictor of 
psychological health when measured with the AAQ, using criteria such as stress, depression, 
anxiety, and happiness. Lindsay et al. (2018) in their randomized controlled trial (RCT) found 
that acceptance is an essential component in mindfulness interventions: the stress buffering 
effects of mindfulness were diminished or eliminated in the two out of three groups that did 
not receive the acceptance training.   
2.4 MBIs and their use in patients with advanced stages of cancer 
Carlson concludes that there is a strong level 1 evidence base for the efficacy of MBIs in 
people with medical illness, particularly in oncology (Carlson, 2012). A number of the active 
components in MBIs that may lead to positive changes in people’s life are social support, 
relaxation, and cognitive behavioral elements (Shapiro et al., 2006). MBIs aim to provide a 
form of coping based on emotions: when people embrace what they cannot control, via 
mindfulness training, they may acquire skills on how to accept the disease course and their 
death; in fact, acceptance of one’s death is something that happens naturally over time (Vergo 
et al., 2012).  
Patients with advanced cancer may appear to oscillate between a focus on their present life 
situation and the reality of their future (Larkin, Bernadette Dierckx De, & Schotsmans, 2007).  
Some sources of stress for patients with cancer, however, relate to concerns about their past: 
such as what might have caused their cancer, or regrets about past decisions or life priorities; 
other worries are related to the future. For this reason, a fundamental aspect of mindfulness 
meditation that may have particular salience for patients with cancer is the orientation on 
paying attention to present-moment reality (Speca & Carlson, 2006), and for letting go of 
what cannot be changed.  
In order to address cancer distress and emotional symptoms, there are a number of studies of 
MBIs used for people with different types of cancer, mostly in the early stages of the illness 
(Brotto & Heiman, 2007; Carlson et al., 2007; Dobkin, 2008; Foley, Baillie, Huxter, Price, & 
Sinclair, 2010; Garland, Carlson, Cook, Lansdell, & Speca, 2007; Kieviet-Stijnen et al., 2008; 
Kingston et al., 2015; Lengacher et al., 2009; Mackenzie et al., 2007; Monti et al., 2006; 
Shapiro, Bootzin, Figueredo, Lopez, & Schwartz, 2003; Speca, Carlson, Goodey, & Angen, 
2000; Witek-Janusek et al., 2008). Very few of these studies, however, have involved patients 
with advanced stages of cancer, despite the fact that these patients are facing the greatest 
challenge in coping with incurable, end-stage illness (Rose et al., 2009). A recent review 
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study states that a number of psychological interventions showed evidence of being effective 
for symptom management in people with early stages of cancer but the authors stressed the 
need for research on psychological intervention in a late-stage cancer setting (Blanckenburg 
& Leppin, 2018).  
Patients with advanced cancer may experience the fear that life could end at any moment. In 
this regard, a study on the coping process of patients with cancer reported that patients with 
cancer cope better with their situation by refraining from forming expectations, and choosing 
to live one day at a time to avoid disappointment (Chen & Chang, 2012). This ability to live 
one day at a time is consistent with cultivating the present moment practiced in MBIs. Other 
relevant mindful coping skills of potential benefit to the cancer population include awareness 
of the present moment, constructive self-distraction (Tharaldsen & Bru, 2012) and a non-
judgemental acceptance of the situation (Baer, 2015; Brown & Ryan, 2003; Germer, Siegel, 
& Fulton, 2005; Marlatt & Kristeller, 1999). In mindfulness practice, people are encouraged 
to look at the immediate experience with openness, kindness and patience, independently of 
whether the experience is neutral, enjoyable or unlikable (Grossman, 2015). In these respects, 
MBIs can be beneficial for patients with advanced cancer.   
The following systematic review aims to describe, evaluate and synthesize the peer-reviewed 
literature on the acceptability and potential benefits of MBIs for the psychological well-being 
of those with advanced stages of cancer, in order to contribute insights for further 
improvement in delivering psychological interventions to this group. 
2.5 Systematic review of acceptability and potential benefits of MBIs for 
the psychological well-being of those with advanced stages of cancer  
2.5.1 Methods		
This review utilized the PRISMA-P preferred reporting methods (Moher et al., 2015). It also 
used Gysels and Higginson’s (2009) methodology for conducting systematic reviews as the 
latter is used for palliative care research, relevant to the participants group in this review.  
This systematic review was registered with PROPERO (systematic review registration 
number): CRD42017067925. 
2.5.2 Search	strategy	
I have thoroughly searched the literature in consultation with an experienced librarian. A 
combination of key words was used for the concepts of advanced cancer and MBIs; the search 
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terms are detailed below. Results were organized and classified in categories into an Excel 
table and duplicates were removed.  
Additional papers were identified via hand searches in the reference list of key articles. The 
literature was searched between December 2016 and February 2017. No publication year was 
delimitated in order to reach the broadest number of papers existent in the literature.  
2.5.3 Electronic	database	
To maximize coverage, eight electronic databases were searched: PubMed, AMED (Allied 
and Complementary Medicine), EBM Reviews - Cochrane Central Library, ERIC, Ovid 
Nursing Database, PsycINFO, Ovid MEDLINE(R) and EMBASE. 
2.5.4 Search	terms		
To identify publications relating to MBIs for adults with advanced stages of cancer, the 
following search terms were combined: (Mindfulness OR Acceptance and Commitment 
Therapy) AND (advanced cancer OR advanced stage cancer OR metastatic cancer OR 
terminal cancer OR cancer stage IV OR cancer stage III OR palliative care OR incurable 
cancer OR end stage cancer OR terminally ill).  
The search term “patient” was not used as studies often employ more general terms like 
“participants”.    
2.5.5 Inclusion	criteria	
• Mindfulness-Based Interventions 
• All adults, 18 years or older, of any ethnicity  
• Stage III and IV cancer of any type 
• Written in the English language 
2.5.6 Exclusion	criteria	
• Studies including mixed participants, such as patients with cancer and caregivers, 
partners or family members  
• Studies including MBIs provided for health care professionals 




• Papers using the same clinical trial where researchers published more than one paper 
based on the same sample; in this case the article closest in intent to the inclusion 
criteria was used 
Although not included in the data extraction for the systematic review, definitions and 
descriptions of interventions were included in this chapter from experts’ opinion and notable 
authors (in book format, book chapters, manuals and dissertations) even when they were not 
directly related to the advanced cancer context. 
No confidential patient data were included in this review, consequently no ethical approval 
was necessary. 
2.5.7 Risk	of	bias	(RoB)	assessment		
RoB assessment followed the Cochrane guidelines for randomized controlled trials (Ryan, 
Hill, Prictor, & McKenzie, 2013) and the Effective Practice and Organisation of Care (EPOC) 
guidelines for other trials (Effective Practice and Organisation of Care (EPOC), 2015). 
The RoB tool assessed random sequence generation of the allocation, concealment of 
allocation, blinding of outcome assessment, and dealing with incomplete outcome data. 
2.5.8 Results	of	research	strategy	





Figure 2.1. Study selection procedure 
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Records after duplicates removed 
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Full-text articles assessed 
for eligibility 
(n = 118) 
Full-text articles excluded 
(n = 110) reasons: 
Cancer stage  
Mixed cancer stages (0 to III) n=29 
Early stage of cancer only n=10 
Cancer stage not specified n=2 
No cancer diagnosis n=6 
Sample issues  
Paediatric sample n=2 
Mindfulness-based interventions for 
patients mixed with caregivers n=10 
MBI for caregivers or healthcare 
professionals only n=21 
Mindfulness is not a component  
No mindfulness-based intervention 
component n=16 
Other reasons  
Repeated sample of a study already 
included n=3 
Case studies n=3 
Protocol only n=7 
A single mindfulness session n=1  
 
Studies included in 
qualitative synthesis 
(n = 8) 
From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic Reviews and Meta-
Analyses: The PRISMA Statement. PLoS Med 6(7): e1000097. doi:10.1371/journal.pmed1000097 
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From the 312 papers initially identified, 133 were eliminated by removing duplicates, a 
further 61 were excluded after screening according to the inclusion criteria, and a further 110 
were excluded by the exclusion criteria, as depicted in Figure 2.1. 
Eight MBI studies on adults with advanced stages of cancer were identified for inclusion in 
this literature review. With the co-authors of the published review, I examined different types 
of MBIs provided for adults with advanced stages of cancer (Stages III and IV) of any type of 
cancer. A total of 456 patients with advanced cancer participated across the eight studies 
included in this review, with 263 being included in the MBI arm. Details of the eight studies 










Sample Intervention type, 
Group or individual, 
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Length Facilitator Wellbeing related 
outcomes 










MBI arm n=28 
End stage 
cancer 
BSM from MBSR 
Group 
Setting not reported 
Length not 
reported 
2 sessions: 90 
min of BSM + 
45 min of BSM 
audio + home 
practice 
Not reported Mental Component 
Summary (MCS): Role 
Emotion, Vitality, Social 
Function, Mental Health 
Not reported 30% 
(Participants 
admitted to 
hospital and died) 
Better vitality, less 
influenced by their 
emotions, became more 
peaceful, happy and 
calm, improved general 
health 
Study 2 
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trained in MBCT 
Psychological distress, 
cancer specific distress, 
prostate-specific antigen 
anxiety, quality of life, 
benefit finding and 
mindfulness skills 
72% rated MBCT 
very to extremely 
helpful 
24%   
(Being physically 
unwell, finding it 
too time intensive 
and died) 
No improvement in 
psychological distress 
nor in mindfulness 
skills. Tele-based 
MBCT was considered 
not efficacious 
Study 4 
Ando et al. 
(2016) 
Japan 
Open trial Trial n=10 
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Rost et al. 
(2012) 
USA  
RCT Trial n=47 
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demands, did not 
engage with the 
therapy approach 
and died) 
Increased usage of 
mindfulness skills and 
acceptance of their 
cancer situation 
Study 7* 
Warth et al. 
(2015)  
Germany  
RCT Trial n=84 
MBI arm n=42 
Malignant 
tumour  
BSM from MBSR 
Group 
At Palliative Care unit 
from hospital 
4 days 
2 sessions:  




wellbeing, acute pain and 
quality of life 






Improvement in overall 
quality of life 
Study 8 
Cheung et al. 
(2016) 
USA 
RCT Trial n=39 





At a University Cancer 
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cancer specific quality of 




tendency to be kind and 
understanding) 








and negative affect, 
increased mindfulness, 
positive affect skills and 
self-compassion 
*On study number 7 the MBI was applied on control group, for this reason results reported in this paper are from control group. BSM: Body Scan Meditation; MBSR: Mindfulness-Based Stress Reduction; MBCT: Mindfulness-Based Cognitive Therapy; 





The designs selected in the studies were mostly RCTs, but three studies used an open trial 
design (Ando et al., 2016; Chambers et al., 2012; Eyles et al., 2015). This systematic literature 
review also includes open trials due to the paucity of RCT studies focused on this topic with 
this specific population. 
The MBIs included in this review were heterogeneous in content and delivery. In order to 
deliver MBIs to people with different health conditions, some traditional mindfulness courses 
were adjusted to offer shorter versions, and reduced session hours. Other interventions 
included mindfulness combined with other components, for example, acceptance and art 
therapy. 
In the papers reviewed there were several types of MBI delivered to patients with advanced 
cancer that showed benefits and acceptability, but some logistical problems and limitations 
were reported depending on the target patient population receiving the MBI.  
One study used MBSR, which combines meditation practice with focus on the present 
moment, body scan, some yoga postures and body awareness to enhance self-management 
and coping (Eyles et al., 2015). Two studies used the Body Scan Meditation (BSM) from 
MBSR, which entails focusing one's attention on different regions of the body to obtain 
mindful awareness (Tsang et al., 2012; Warth, Keßler, Hillecke, & Bardenheuer, 2015). Two 
studies applied MBCT where people learn to decentre from negative feelings and thoughts, 
letting the mind acknowledge automatic patterns of thoughts and responding to them in skilful 
ways with awareness of what is actually happening and meditation practice (Chambers et al., 
2012; Chambers et al., 2017). One study used ACT where the main goal is to develop 
psychological flexibility. ACT covers meditation practice and elements of acceptance of life 
events, including unwanted ones, by “just” noticing and embracing them in order to clarify 
personal and meaningful values and practice them (Rost et al., 2012). 
One study used the Lessons In Linking Affect and Coping (LILAC) intervention (Cheung et 
al., 2016) where participants are taught specific skills designed to increase the frequency of 
positive emotions they experience in their daily lives. One study introduced the Mindfulness 
Art Therapy Short Version (Ando et al., 2016), which consists of recorded meditations for 
learning and practicing mindfulness- after mindfulness practice, patients are provided with art 
materials (clay, collage materials, drawing materials, watercolours, and sketch books) to make 
art expressing their feelings or emotions freely. In the LILAC intervention, mindfulness 
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sessions were significantly adapted by being shortened compared to the standard MBSR eight 
week course with home practice, using mindfulness CDs of 30 to 45 minutes practice per day 
(Kabat-Zinn, 1990). 
Facilitators of the MBIs included a yoga specialist (Ando et al., 2016), health professionals 
trained in mindfulness (Chambers et al., 2012; Chambers et al., 2017), a MBSR teacher 
(Eyles et al., 2015), a trained music therapist (Warth et al., 2015), interviewers trained for the 
study purpose (Cheung et al., 2016) and a PhD level clinical psychologist (Rost et al., 2012). 
One study did not report the facilitator’s qualifications (Tsang et al., 2012).  
2.5.10 Recruitment	and	delivery	aspects	
The majority of studies recruited participants from local hospitals/oncology units. The MBIs 
were mostly delivered to participants in group formats (Chambers et al., 2012; Chambers et 
al., 2017; Cheung et al., 2016; Eyles et al., 2015; Tsang et al., 2012; Warth et al., 2015) and 
only two studies provided the sessions individually (Ando et al., 2016; Rost et al., 2012).  
The mindfulness session delivery settings were not reported in three studies (Ando et al., 
2016; Chambers et al., 2012; Tsang et al., 2012). The remaining studies delivered the MBI at 
a hotel facility (Eyles et al., 2015); hospital palliative care unit (Warth et al., 2015), and a 
university cancer centre (Cheung et al., 2016). One study delivered the intervention via 
telephone/teleconference (Chambers et al., 2017), so presumably the participants must have 
participated from their own homes. One intervention was delivered at four different places: 
the experimenter’s clinical office, the chemotherapy treatment room, an inpatient hospital 
room and a physical exam room (Rost et al., 2012). 
2.5.11 Review	of	study	outcomes		
Outcomes relevant to this review included quality of life (mental component), mental health 
(anxiety, depression, distress), and aspects related to mindfulness. Four studies did not report 
mindfulness outcomes (Ando et al., 2016; Rost et al., 2012; Tsang et al., 2012; Warth et al., 
2015). 
2.5.12 Attrition/treatment	engagement	
Poor health was a major reason for dropout. One study reported that treatment uptake was 
only 20% of those approached (Eyles et al., 2015). Dropout ranged from less than 1% to 40% 
of participants.  There were diverse reasons for not completing treatment, including health 
 
 29 
deterioration, being transferred to a hospice or hospital, and or died during the study period, 
although other logistical reasons were also acknowledged including clashing treatment 
appointments or travel issues (see Table 2.1).  Of the three studies reporting that participants 
dropped out due to the length of the treatment/intervention (Chambers et al., 2012; Chambers 
et al., 2017; Eyles et al., 2015), all had used full length versions (eight weeks) of MBIs, 
highlighting a significant methodological issue when researching this population. 
2.5.13 Acceptability	
Five studies reported participants found the MBI to be acceptable and helpful (Chambers et 
al., 2012; Chambers et al., 2017; Cheung et al., 2016; Eyles et al., 2015; Warth et al., 2015). 
The benefits reported include: positive emotions, less emotional reactivity, reduced 
symptoms, improvement in quality of life and better coping. Participants also reported 
improved mindfulness skills in the studies’ results (see Table 2.1). Three studies did not 
measure or report the interventions’ acceptability (Ando et al., 2016; Rost et al., 2012; Tsang 
et al., 2012).  




Table 2.2. Studies outcomes measures and assessment time points 
Study Outcome measures Time Point 
Tsang et al. (2012) 
 
• Short Form Health Survey (SF 36) 
• Physical Component Summary (PCS) 
• Mental Component Summary (MCS) 
Treatment duration: Not reported 
• Pre-treatment  
• Week 1 post treatment  
• Week 4 post treatment 
Eyles et al. (2015)  
 
• Brief Fatigue inventory (BFI)  
• Hospital, Anxiety and Depression Scale (HADS)  
• EuroQol Five Dimensions Questionnaire (EQ-5D) 
• Toronto Mindfulness Scale (TMS) 
• European Organization for Research and Treatment of Cancer Quality of Life 
Questionnaire (EORTC QLQ-C30) 
Treatment duration: 8 weeks 
• Pre-treatment  
• Week 4 during treatment  
• Week 8 during treatment  
• Week 16 post treatment  
• Week 24 post treatment 
Chambers et al. (2017) • Brief Symptom Inventory (BSI)  
• Impact of Event Scale (IES)  
• Prostate Specific antigen Anxiety (PSA)  
• Functional Assessment of Cancer Therapy-Prostate (FACT-P) 
• Post-traumatic Growth Inventory (PTGI)  
• Five Facet Mindfulness Questionnaire (FFMQ)  
Treatment duration: 8 weeks 
• Pre-treatment  
• 12 weeks post treatment  
• 24 weeks post treatment 
• 36 weeks post treatment 
 
Ando et al. (2016) • Profile of Mood States (POMS)  
• Functional Assessment of Chronic Illness Therapy-Spiritual wellbeing  
(FACIT-Sp) 
Treatment duration: 2 weeks 





Study Outcome measures Time Point 
Rost et al. (2012) 
 
• Beck Depression Inventory II (BDI-II) 
• Beck Anxiety Inventory (BAI) 
• Profile of Mood States (POMS)  
• Courtland Emotional Control Scale (CECS)  
• White Bear Thought Suppression Inventory (WBTSI)  
• COPE Inventory 
• Functional Assessment of Cancer Therapy-General (FACT-G) 
Treatment duration: 16 weeks  
• Pre-treatment  
• End of the 4th session  
• End of the 8th session  
• End of 12th session 
Chambers et al. (2012) 
 
• Hospital Anxiety and Depression Scale (HADS) 
• Revised Impact of Events Scale (IES-R)  
• Memorial Anxiety Scale Prostate Cancer (MAX-PC)  
• Expanded UCLA Prostate Cancer Index (EPIC)  
• Functional Assessment of Cancer Therapy Prostate (FACT-P)  
• Five Facet Mindfulness Questionnaire (FFMQ) 
Treatment duration: 8 weeks 
• Pre-treatment  
• Week 8 post-treatment  
• Week 12 post-treatment  
 
Warth et al. (2015)  
 
• Visual Analog Scale (VAS) from 0 to 10 self-rated relaxation, general well-
being and acute pain 
• European Organization for Research and Treatment of Cancer Quality of Life 
Questionnaire (EORTC QLQ-C15-PAL) 
Treatment duration: 4 days 
• Before session 1 
• After session1 
• Before session 2 
• After session 2  
 
Cheung et al. (2016) 
 
• Center for Epidemiologic Studies Depression Scale (CES‐D) 
• Differential Emotions Scale (modified version) 
• Multidimensional Quality of Life Scale (cancer) 
• 12 items mindfulness scale derived from the Kentucky Inventory of 
Mindfulness Skills (KIMS) and the Southampton Mindfulness Questionnaire 
(SMQ) 
• Positive effect scale (developed for the purpose of the study) 
• Self-Compassion Scale Short Form 
Treatment duration: 8 weeks 
• Pre-treatment  
• Week 1 post-treatment 




Risk of bias was systematically assessed for all included studies (see Table 2.3). Four of the 
included studies presented low risk of bias (Chambers et al., 2017; Cheung et al., 2016; Rost 
et al., 2012; Warth et al., 2015), for two studies the risk of bias was unclear (Ando et al., 
2016; Eyles et al., 2015) and the remaining two studies presented high risk of bias (Chambers 
et al., 2012; Tsang et al., 2012). Further information about the risk of bias assessment of 
included studies is available in a supplementary table (Appendix U). 
2.5.15 Pre-post	effect	size	for	studies’	outcomes	
Effect sizes for key outcomes of MBIs are presented in Table 2.3. Effect sizes were provided 
by the authors (Ando et al., 2016; Cheung et al., 2016; Rost et al., 2012) or calculated from 
data provided in the original tables (Chambers et al., 2012; Chambers et al., 2017; Eyles et al., 
2015; Warth et al., 2015). In one study the means and standard deviation were not provided 














Effect size (CI) 
Magnitude 
Eyles et al. 
(2015)  





Average not reported 
Anxiety  
Depression (HADS) 
Quality of life (EQ5D) 
• Role function in QoL    
• Emotional function in QoL 
• Cognitive function in QoL 
• Social function in QoL 
Mindfulness in decentring (TMS) 
d = 0.77 
d = 1.16 
 
d = 0.12 
d = 0.50 
d = 0.61 
d = 0.29 










et al. (2017) 





Means (SD): 8.71 
 
Average not reported  
Psychological distress (BSI)  
Quality of life (FACTP) 
Benefit finding (PGI) 
Mindfulness skills (FFMQ) 
• Observing     
• Describing 
• Acting with awareness 
• Nonjudging of inners 
experience 
Nonreactivity to inner experience 
d = 0.03 
d = 0.04 
d = 0.03 
d = -0.13 
d = -0.30 
d = 0.01 
d = -0.03 
d = -0.12 
 











Ando et al. 
(2016) 
 





Average 56 years 
Spiritual wellbeing (FACIT-Sp) 




• Overall mood 
Depression-Dejection  
Reported no change 
 
d = -0.35 
d = 0.78 
d = -0.45 
d = -0.50 


















Effect size (CI) 
Magnitude 
Rost et al. 
(2012) 
 









Emotional control (CECS) 
Thoughts suppression (WBSI) 
Quality of life (FACT-G) 
Acceptance (subscale from 
COPE) 
Mental disengagement (subscale 
from COPE) 
d = 3.31 
d = 0.98 
d = 1.06 
d = 3.76 
d = 1.97 
d = 3.31 
d = 1.59 
d = 1.58 











et al. (2012)  
 
  




Average 67 years 
Anxiety (HADS) 
Depression (HADS) 
Cancer-related distress (MAX-PC) 
• Cancer prostate anxiety 
• Fear of recurrence   
Prostate cancer-specific quality of 
life (FACTP) 
• Social/family well-being    
• Emotional well-being 
• Functional well-being 
Mindfulness (FFMQ) 
• Observing    
• Describing 
• Acting with awareness 
• Nonjudging of inners 
experience 
• Nonreactivity to inner 
experience 
d = 0.33 
d = 0.12 
 
d = 0.3 
d = -0.03 
 
 
d = 0.07 
d = -0.29 
d = 0.29 
 
d = -0.41 
d = 0.04 
d = 0.5 
d = 0.25 
 





























Effect size (CI) 
Magnitude 
Warth et al. 
(2015)  




Range not reported 
 
Average 63 years 
Relaxation 
General wellbeing 
Quality of life 
d = 0.62 
d = 0.56 












Average 53 years 
Depression  
Positive emotion 
Negative emotion  
Cancer‐specific quality of life  
Positive coping     
• Mindfulness  
• Positive affect skills 
Self-compassion and tendency to 
be kind and understanding 
d = -0.37 
d = 0.32 
d = -0.69 
d = 0.90 
 
d = 0.65 
d = 0.65 









This table contains the studies which provided means and standard deviation for Cohen’s d calculation. Outcomes shown above are pre and post-intervention and no follow ups are 
measured. In one study the means and standard deviation were not provided and no effect size was able to be calculated.(36) HADS: Hospital, Anxiety and Depression Scale; EQ5D: 
Euro Quality of Life 5 Dimensions; QoL: Quality of Life; TMS: Toronto Mindfulness Scale; BSI: Brief Symptom Inventory; FACT-P: Functional Assessment of Cancer Therapy 
Prostate; PGI: Post-traumatic Growth Inventory; FFMQ: Five Facet Mindfulness Questionnaire; FACIT-Sp: Functional Assessment of Chronic Illness Therapy – Spiritual wellbeing; 
POMS: Profile of Mood States; BDI-II: Beck depression inventory II; BAI: Beck anxiety inventory; CECS: Courtland Emotional Control Scale; WBTSI: White Bear Thought 




The studies varied greatly in the effect sizes noted. In general the effect sizes were small for 
most outcomes with the exception of the Rost et al. (2012) study which had large to very large 
effect sizes for all variables examined here. 
Large and medium to large effect sizes were also reported for patients’ cancer-specific quality 
of life, self-compassion and tendency to be kind and understanding (Cheung et al., 2016), 
nonreactivity to inner experience (Chambers et al., 2012), depression, mindfulness in 
decentering, and anxiety (Eyles et al., 2015), and vigor-activity (Ando et al., 2016). A 
medium effect size was reported in reducing participants’ negative emotions, increased 
mindfulness and positive affect skills (Cheung et al., 2016), increased general well-being and 
relaxation (Warth et al., 2015), acting with awareness (Chambers et al., 2012), overall mood 
(Ando et al., 2016) and cognitive and emotional function in quality of life (Eyles et al., 2015). 
Four studies did not report mindfulness outcomes (Ando et al., 2016; Rost et al., 2012; Tsang 
et al., 2012; Warth et al., 2015).    
The remaining emotional/psychological outcome domains had small, very small or negligible 
effect size. 
2.6 Discussion 
This systematic review identified eight studies utilising a range of MBIs, and found evidence 
of acceptability and benefits for these interventions in addressing the psychological well-
being of patients with advanced cancer. Positive findings included participants’ improved 
quality of life, reduced symptoms and better coping with the disease, as well as participants’ 
improved mindfulness skills. 
However, significant concerns with these studies were identified, including most importantly, 
the small amount of literature in this field of research. The review found a number of 
methodological problems, along with risk of bias.  Further, feasibility issues, including 
practicalities like recruitment, and the delivery, settings and duration of interventions, all 
contributed negatively to adherence to the MBI treatment. These and other issues are 
discussed next.  
It is disappointing that the number of studies identified in this systematic review was notably 
small, despite the importance of psychological/emotional support being highlighted for 
patients with advanced stages of cancer (Ball & Vernon, 2015; Ministry of Health, 2010; 
Salmon, Manzi, & Valori, 1996). The paucity of studies is potentially due to the feasibility 
issues noted above, particularly recruitment and the practical difficulties of conducting such 
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studies. When supportive care needs are unmet, patients with advanced cancer are more likely 
to depression, reduced sense of peace and meaning in life (Pearce, Coan, Herndon, Koenig, & 
Abernethy, 2012).  
Krikorian and colleagues have stated that patients at the end of life require continuous 
support, care, feeling loved by and connected to others (Krikorian, Limonero, & Maté, 2012). 
Despite this obvious need, the advanced cancer population has been reported as a neglected 
group with few proven interventions to determine effective ways of reducing the 
psychological distress they experience (Chambers et al., 2017).  
Researchers stress the need for further research on mindfulness meditation for people with 
terminal cancer (Ball & Vernon, 2015), but a number of interventions using mindfulness for 
this target population have explicitly excluded criteria of patients with cancer in their 
final/terminal phase (Bruggeman, Van Der Lee, & Meezenbroek, 2015; Warth et al., 2015; 
Warth, Kessler, Hillecke, & Bardenheuer, 2016) or bed bound patients (Eyles et al., 2015).  
Another study included only patients with a recent diagnosis of advanced cancer not yet 
referred to a hospice (Rose et al., 2009).  
In the United Kingdom, psychological adjustment to a diagnosis of incurable cancer has long 
been identified by National Health Services research strategists as a priority area for research 
(Salmon et al., 1996). However, the complexity of undertaking research with this specific 
group has meant that until recently there has been little solid evidence of the effectiveness of 
psychological treatments for those affected by advanced stages of cancer (Gysels & 
Higginson, 2009) as noted in Chapter One. The lack of studies in this field is likely to be 
related to the obvious practical and ethical challenges for research involving participants with 
a life-threatening illness, i.e. participants’ health conditions affecting their ability and 
willingness to travel and to commit to lengthy treatments, leading to dropping out from the 
interventions. 
Of the studies included in this systematic review, significant issues noted are with 
methodology and risk of bias. All but three studies (Chambers et al., 2017; Cheung et al., 
2016; Warth et al., 2015) had significant methodological problems, and the unclear overall 
risk of bias means that caution is needed in interpreting the findings. However, several 
interventions from the studies reviewed in this chapter demonstrated potential benefits such as 
improved general mental health, reduction in cancer pain, lessening of anxiety, and a positive 
impact on participants’ quality of life (see Table 2.1). Participants reported being more 
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accepting and able to cope with their life and relationships. All the benefits referred to by 
participants demonstrate the potential helpfulness of the MBIs utilised for this population. 
The quality of Rost et al.'s (2012) results was generally sound, but it is likely that some 
additional factors contributed to these strong results relative to the other studies. The central 
acceptance-oriented element of ACT in this MBI may have been the most effective element in 
improving participants’ quality of life, acceptance attitude, and levels of depression, distress 
and emotional control. A gender influence is also possible as the sample was 100% female.  
In addition, Rost et al.’s (2012) study facilitator was a PhD. level clinical psychologist, which 
may have had an impact on the way the intervention was delivered. When delivering a 
mindfulness intervention, the facilitator plays an important role as mindfulness also 
contributes to the development of a therapeutic relationship between the patient and the 
practitioner.  Hick (2010) states that facilitators of MBIs develop a personal awareness which 
enables them to be present with clients in a therapeutic relationship, rather than being a 
detached expert, with the relationship involving empathy, deep listening and compassion. 
The recruitment of participants is also an issue for research in the context of advanced cancer. 
The duration of MBIs was reported as a barrier for this population (Chambers et al., 2017; 
Eyles et al., 2015), highlighted during recruitment when many eligible patients declined 
participation due to the amount of time and level of commitment required; and the demands 
of the treatment (Chambers et al., 2012). For those with a life-threatening disease, time 
becomes very important. Patients with advanced cancer have referred to time metaphorically 
as “the bomb’s ticking” and often rationalise time in proximity to death (Larkin et al., 2007). 
For some patients with advanced cancer, the risk of being hospitalised means losing time with 
relatives and things that they treasure, and consideration of “time being short” can even make 
them postpone contacting the hospital for essential care (Soelver, Rydahl-Hansen, 
Oestergaard, & Wagner, 2013). Undertaking an additional mindfulness treatment during the 
course of a demanding chemotherapy regime, for example, may be overly taxing for some 
patients. Similarly, treatment schedules that coincide with MBI program attendance are 
sometimes difficult or impossible to alter (Speca & Carlson, 2006). Eyles et al. (2015) found 
that MBI uptake for the metastatic cancer population was only 20% of those approached. 
Moreover, Johnson, Speca, Wu and Carlson (2015) note that those conducting research with 
patients with advanced cancer often have to broaden the inclusion criteria to include non-
metastatic patients, and they conclude that while it may be feasible to conduct this type of 
trial, it is less likely to be with a purely palliative population.   
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In this review, the studies using short versions of MBIs (Ando et al., 2016; Tsang et al., 2012; 
Warth et al., 2015) reported fewer problems with dropout. Although the practice of 
mindfulness is considered beneficial for patients with terminal cancer, one research group 
claimed that the advantage of obtaining better mental health to cope with the disease could 
only be acquired by continuous practice for at least one month (Tsang et al., 2012). 
Mindfulness programs can be flexible for as long or as short a period as people wish them to 
be, but it may take time for the practices to reveal their full potential (Williams & Penman, 
2011).  
As a result, a number of researchers have conducted MBSR interventions with patients with 
cancer where the session time was reduced (Carlson & Garland, 2005; Carlson, Speca, Patel, 
& Goodey, 2003; Speca et al., 2000; Tacón, Caldera, & Ronaghan, 2004) when compared to 
the traditional MBSR program. In adopting this measure, researchers display flexibility and 
consideration for the circumstances of this group who are very unwell and who daily weigh 
competing priorities concerning their condition and psychological well-being.   
A further issue noted is that the majority of studies used group delivery of MBI as described 
previously. The effectiveness of the MBIs, however, is likely to depend, at least in part, on 
how useful patients find the particular techniques within the program structure, which will 
depend on individual needs, background and personality (Speca & Carlson, 2006). These 
personal needs may be most effectively addressed in individual sessions instead of group 
sessions, as a facilitator would be more able to pay attention to individual participants’ needs 
or discomfort and follow up with treatment at participants’ own pace. When measuring 
patterns of adaptation in improving psycho-spiritual wellbeing for patients with advanced 
cancer, individualized coping interventions may benefit this group more (Rose et al., 2009). It 
is also important to consider the burden of participation in group interventions, which require 
higher levels of commitment than individual low-intensity intervention. The longer the 
duration of the interventions, the lower the uptake and adherence for patients with metastatic 
cancers (Beatty et al., 2017). In the Rost et al. (2012) study, the MBI was delivered 
individually, and this practice may be one of the elements that contributed to the results of 
“very large” and “large” effect sizes of the outcomes measured.   
The delivery settings may also influence the way participants receive the treatment. Issues 
arise around maintenance of privacy and the risk of interruptions if sessions are convened in 
clinical settings. Flexibility in facilitation needs to be considered. 
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In that regard, a client-centred individualised approach would work better than a group 
intervention delivered in a hospital unit/room. For example, in home-based individualized 
interventions, patients may feel more comfortable and there is no need to travel to attend the 
treatment. A recent review study on psychological interventions with patients with metastatic 
cancer recommended that individual, accessible, low-burden and low-intensity interventions 
would address the need for therapeutic interventions for this population leading to higher 
adherence rates (Beatty et al., 2017).  Therefore, if a psychological intervention can enable 
patients to better cope at home, some hospital admissions may be avoided or reduced.  
The final issue is related to the questionnaires used by researchers. The Toronto Mindfulness 
Scale (TMS)(Eyles et al., 2015) was reported as problematic, and some participants advised 
that they did not understand some of the questions in their context.  Most studies used 
numerous questionnaires (five to seven) (Chambers et al., 2012; Chambers et al., 2017; 
Cheung et al., 2016; Eyles et al., 2015; Rost et al., 2012) and two administered these at four to 
five different time points (Chambers et al., 2017; Eyles et al., 2015). Considering the 
vulnerability and compromised health of this group, the quantity of questionnaires could be 
considered a burden, therefore efforts should be made to reduce participant obligations. As 
acknowledged in Chapter One, ethical concerns must be considered when researching with a 
vulnerable population. The National Ethics Advisory Committee (NEAC) (2012) has advised 
that people with a terminal disease are a considered vulnerable population of research, and 
consequently they need to be protected from possible influence of any kind and coercion 
(National Ethics Advisory Committee, 2012).  
In order to extend the reach of mindfulness and acceptance based interventions, the methods 
might reduce the burden by using “low-intensity,” or “self-help” mindfulness and acceptance 
based approaches (Beatty et al., 2017; Cavanagh et al., 2014). For Shaw, Sekelja, Frasca, 
Dhillon and Price (2018), the dose of mindfulness to be delivered in terms of homework time, 
practice and content, needs to be reduced in order to minimize burden on the vulnerable 
cancer population, whilst balancing the need to provide a sufficient dose to be of benefit. 
In summary, this review identified that MBIs are acceptable for adults coping with advanced 
stages of cancer and provide several benefits in improving psychological well-being. 
However, some adjustments to the delivery of MBIs, particularly the length, should be 
considered according to the frail health of this population. In Carlson’s (2016) view, MBIs 
can improve many psychological outcomes in patients with cancer, and more MBI 
adaptations are likely to be developed, such as shorter programs, self-study and flexible 
applications, but these actions require careful and rigorous testing. 
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Finally, this field is a growing area of research, with all studies in this review published 
between 2012 and 2018. If palliative care patients are to receive the best possible care, there is 
a need for more clinical trials to increase the evidence base for suitable interventions for 
psychological coping (Reyna et al., 2009). In that regard, Larkin et al. (2007) argue that 
further research in the field of advanced stages of cancer should take more account of the 
patients’ perspectives in the evaluation of palliative care service delivery. 
2.7 Limitations  
A quantitative meta-analysis was considered, but remained inappropriate as the MBIs 
reported used different types of interventions, the outcome measures/instruments differed 
between studies, and some necessary data to perform this analysis could not be obtained 
(Gysels & Higginson, 2009). For example, information omitted from some of the eight 
studies analysed was the facilitator qualification, the program’s acceptability to participants, 
and delivery settings.  
Moreover, only four of eight studies measured mindfulness (Ando et al., 2016; Rost et al., 
2012; Tsang et al., 2012; Warth et al., 2015), and those that did use mindfulness scales did not 
necessarily use the same scales, posing a challenge for comparison between interventions. 
Failure to use a mindfulness measure was not an a priori exclusion criterion. Those studies 
that did not measure mindfulness (Ando et al., 2016; Rost et al., 2012; Tsang et al., 2012; 
Warth et al., 2015) were using an abbreviated mindfulness intervention as part of a broader 
package. Unfortunately, failure to include a mindfulness measure means that the extent of 
change from using mindfulness, and any conclusions about mindfulness being an effective 
element of those treatments in the studies is unknown. 
The systematic literature review section of the current chapter focused on published articles 
and did not access the grey literature. Papers were searched in the English language only. 
Using other search terms might have resulted in more potential studies than the 312 identified; 
however, it is considered that those chosen were sufficiently broad to capture all relevant 
studies that used mindfulness in this target group, and that the limited results reflect the 
limited number of studies in this specific area of interest. 
2.8 Clinical implications 
The clinical implications of these findings are that some adaptations to MBIs must be 
considered given the target population’s needs. These adaptations include the use of 
simplified MBIs, shorter session duration, shorter treatment course duration, and more 
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flexibility of the facilitator in delivery and setting, where individualized home-based 
interventions may be optimal to allow patients facing life-limiting cancers to participate in 
this kind of treatment. Research demonstrates that when patients with cancer do not manage 
to cope adequately with the disease at home, there is a high risk of hospital readmission 
(Weaver et al., 2006). 
Overall, the practice of MBIs with patients with a terminal illness, as well as research with 
this population, needs to take into consideration the ethical and methodological obstacles 
identified in this review. 
2.9 Conclusion 
This literature review chapter summarized the evidence for MBIs on enhancing the wellbeing 
of patients with advanced cancer. A review of possible mechanisms of how mindfulness 
might work was discussed and how it affects people’s wellbeing and the following 
conclusions were drawn.  
MBIs can be used to help change the way people react and relate to distressing life events. 
Through mindfulness practice people can learn to voluntarily pay attention to their own way 
of being and change the way they perceive the world. This shift in perspective is likely to be 
helpful for better coping with an advanced disease.  
The inclusion of acceptance as a component in therapeutic interventions is supported by 
recent research (Kotsou et al., 2018; Lindsay et al., 2018) - having an acceptance stance when 
facing a life-threatening disease may facilitate coping with stressful and uncontrollable 
situations.   
When coping with advanced cancer, several potential benefits of MBIs were reported as being 
helpful for participants (e. g. improvement in quality of life, positive emotions, better coping, 
and less emotional reactivity). Caution is recommended however, as ethical and 
methodological issues, highlighted in this chapter must be addressed when researching and 
delivering a MBI for vulnerable populations. Researchers and facilitators of MBIs are 
encouraged to provide low-burden MBIs for the advanced cancer population where flexibility 
must be considered regarding the intervention length, delivery settings, format and reduced 




 Chapter Three: Literature Review on Meaning in Life 
Searching for meaning in life is not something that every person thinks about in their ordinary 
daily routine, but if a diagnosis of an incurable illness is received, this particular position 
might well change. Facing one’s mortality generates spiritual and philosophical questions 
(Roberts, Brown, Elkins, & Larson, 1997), and a need to make sense of the situation by 
asking whether life has a meaning (Bates & Bartley, 2011).  
The first part of this chapter considers the philosophical basis of the concept of meaning in 
life, especially in the contexts of advanced cancer and human suffering. The definitions of 
meaning in life are presented, followed by the relationship between meaning in life and the 
context of life-threatening disease. 
A scoping review of the literature is conducted to explore the role of meaning in life in 
relevant psychological interventions known as Meaning in Life Therapies (MLTs)8 that are 
used for patients with advanced cancer, and its aspects are described.  The research studies 
using any of those MLTs were identified and presented as examples of MLTs applied as 
psychological interventions (in research) for patients with advanced cancer. Those research 
studies are described along with discussion of their characteristics. 
3.1 The philosophical basis of the concept of meaning in life 
It is important to consider the ontology and epistemology that underlies the philosophical 
positioning of this chapter and informs the central concept of meaning in life in this thesis. 
Ontology is a philosophical term referring to the “science or study of being” (Blaikie, 1993, p. 
6), and examines how people view the world. Rescher explains that “the ontological thesis 
that, there is a mind-independent physical reality is the key contention of realism. The 
fundamental presupposition of mind-independent reality is justified by being functional, with 
its acceptance of a real world independent of ourselves.” (Rescher, 2005, pp. 10-11).     
Ontologists argue that there is a physical world of realities independent of our mind’s 
perception of reality (Crotty, 1998b; Kalof, 2008), and it is in these realities that is found “the 
real truth,” that is, the realm of what reality is, as it really is. There can be a significant 
difference between what we perceive as, or believe to be, reality, and the actual reality, 
because our perceptions of the true reality are limited by our perceptions and understanding of 
the world around us (Rescher, 2005, pp. 5, 9). 
                                                      
8 In the current research the term “Meaning in Life Therapy/Therapies” is referred as MLT and MLTs for plural.   
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It is evident from the discussion of avoidance and acceptance in Chapter Two that it is not 
unusual to find, among those diagnosed with advanced cancer, co-existing, but quite different, 
ontological views of the diagnosis.  People may see advanced cancer as a reality independent 
of their perceptions or interpretations; at the same time, they may not perceive or believe that 
such a diagnosis is a reality for themselves, particularly if the person uses avoidance as a way 
of thinking. Such an ontological view, according to phenomenology, is perfectly valid: Crotty 
(1998a, p. 47) argues that “it is possible to make sense of the same reality in quite different 
ways; diverse understanding can be formed of the same phenomenon.”  
In that regard, Crotty (1998a) states that constructionism establishes that meanings arise from 
the interaction between people and a phenomenon: 
What constructionism claims is that meanings are constructed by human beings as 
they engage with the world they are interpreting. According to constructionism, 
we do not create meaning. We construct meaning. Once we construct meaning we 
have something to work with which is the world and objects in the world (Crotty, 
1998a, p. 43). 
According to Crotty’s view of constructing meaning, human beings make sense of something 
or attribute meaning to it based on their interpretation of it; these interpretations can be 
fulfilling or rewarding, but there is no true or valid interpretation (Crotty, 1998a). In the 
current study, the way that patients with advanced cancer interact with their disease may 
potentially generate a meaning according to their subjective interpretation of what is 
happening. This meaning could be associated with a negative experience or with a learning 
experience; some people may see a cancer experience as uniquely harmful, while others may 
see it as an awakening or positive experience if they interpret it in this way. The way that 
people see the world is influenced by their own life history/background, including their 
culture (Crotty, 1998a, p. 63), and the way that people make sense of the world, or attribute 
meaning to the world, is central to the discussion of meaning in life. 
The following literature review moves from this philosophical background to consider 
definitions of meaning in life and the relationship between meaning in life and advanced 
cancer, to consider the types of MLTs available for patients with advanced cancer, and lastly, 
research studies that utilise psychological interventions within MLTs for patients with 




Figure 3.1. Sequential steps followed in the current review 
 
3.2 Meaning in life definitions (step 1 in Figure 3.1) 
The concept of meaning in life has attracted the attention of numerous philosophers and other 
writers who debate whether life actually has any meaning, and if so, the nature of that 
meaning.  The positions taken on this debate vary widely. The philosopher David Roochnik 
(2004) argues that a human’s life has a purpose that can be signified or explained, while the 
cultural anthropologist, Ernest Becker (1962) states that people need to be convinced that life 
has meaning in order to survive at all. Then, at the other extreme is the novelist and 
philosopher Albert Camus (1955), who stated that life is absurd because of how repetitive and 
futile our daily lives are: in other words, life has no meaning. 
Irvin Yalom (1980), an existential psychiatrist, argues that meaning has two different aspects: 
cosmic and terrestrial meaning, thus giving us different ways to ground particular types of 
experiences of ourselves in the world. Cosmic meaning is a transcendent meaning, that is, 
outside the person, the meaning of life for all humans. On the other hand, terrestrial meaning 
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meaning that brings fulfillment and purpose to their lives (Yalom, 1980).  Lee, Cohen, Edgar, 
Laizner and Gagnon (2004) go further in defining three different levels for comprehending 
meaning: situational meaning when the meaning is associated, for example, with a cancer 
diagnosis; global meaning, when the meaning is related to people’s individual life; and 
existential meaning, when it is associated with the meaning of life in general. 
The main approach chosen to examine in more detail in this literature review, as it underpins 
the current research, is the existential approach to meaning in life, as this was found to best 
reflect people’s experience when facing the course of a life-limiting disease like advanced 
cancer. The work of some leading writers in this field is discussed below. 
Viktor Frankl, an Austrian psychiatrist, was a Holocaust survivor whose father, mother, 
brother and wife were killed. In his book, Man’s Search for Meaning (Frankl, 1959/1992), 
Frankl defines his experience in the concentration camps as an inescapable situation, 
something that could not be changed, and he compares it with an incurable cancer. He argues 
that when a person is confronted with such a situation, it can be a catalyst to find meaning, to 
confront the existential considerations and values in life and in suffering.  
To Frankl, humans are characterized by a will to meaning, a native determination to find 
meaning in their lives, a meaning that persists into the last moments of one’s life, and even if 
the meaning changes at some point, it never stops to exist (Frankl, 1959/1992). 
Frankl describes four basic concepts of meaning. The first is the meaning of life: life has 
meaning and never ceases to have meaning. The second is the will to meaning: the wish to 
find meaning in human existence is a main instinct and basic motivation for human behavior. 
The third is the freedom of will: all humans have freedom to find meaning in being/existing 
and to choose the attitude regarding suffering. The fourth concept is related to the three main 
foundations of meaning in life, and these are creativity, experience and attitude (Frankl, 
1988). 
Frankl argues that once one discovers the meaning of suffering, one refuses to minimize or 
alleviate the pain by ignoring it and believing in false illusions or a fake optimism (Frankl, 
1959/1992), it is possible to cope with and face it: “Suffering ceases to be suffering in some 
way at the moment it finds a meaning such as the meaning of a sacrifice” (Frankl, 1959/1992, 
p. 115). Frankl (1959/1992) and King (2004), describe the origins of meaning via the attitude 
one has toward suffering, via relationship with other people, engaging in meaningful activities 
and through creating a work.  
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A more recent definition of meaning in life which resembles Frankl’s existential definition of 
meaning in life, comes from Steger, Frazier, Oishi and Kaler (2006, p. 81) defining meaning 
as “the sense made of, and significance felt regarding, the nature of one’s being and 
existence.” In the course of researching the factors that are inherent to human psychological 
suffering and meaning in life, Steger developed the Meaning in Life Questionnaire (MLQ) 
widely used internationally (Steger et al., 2006). 
According to Steger’s meaning in life definition, meaning is something unique to each person, 
independently if it is being found or created: it is simply something that people think is 
meaningful for them (Steger et al., 2006). This definition, as well as Frankl’s cited definition 
of meaning in life, informs the current study’s view of the role of meaning in life in 
psychological interventions, as being something subjective to each person.  
Frankl discovered that a person becomes what they are as a result of their inner decisions, not 
as a result of the environmental influence alone (Frankl, 1959/1992). For Frankl (1959/1992), 
to have a meaning in life is ultimately to take responsibility for actively finding the right 
answers to one’s own problems. When it is possible for a person to find a meaning in 
suffering, a new point of view opens up. Based on the principle that the nature of human 
beings is motivated by the search for a purpose or meaning in life, Frankl founded the theory 
of Logotherapy through his personal Holocaust experience, what he called a “naked 
existence” (Frankl, 1959/1992). This term was related to his experience in the Nazi 
concentration camps where he had nothing left in his life, no clothes to cover his body, either 
hair, only his bare skin.  
The term Logotherapy comes from the Greek word logos, referring to reason (Frankl, 
1959/1992). Logotherapy takes an activist approach where every person is responsible for 
their actions. There are always choices of actions to make, as even in the midst of the most 
devastating and painful experience, like being a prisoner in a concentration camp, a person 
can still preserve a “vestige of spiritual freedom”, of independence of mind. The last of the 
human freedoms is to choose one’s attitude towards suffering, this freedom cannot be taken 
away, and this makes life meaningful and purposeful (Frankl, 1959/1992). 
3.3 The relationship between meaning in life and the context of life-
threatening disease (step 2 in Figure 3.1) 
 In Frankl’s view, there are three existential issues that all humans will face at some point in 
in life, these are, suffering, guilt and death. In Logotherapy, this is characterized as the "tragic 
triad" (Frankl, 2006). Puchalski (2006) states that the impact of this triad, when experienced 
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by patients with cancer, is associated with reduced meaning in life for this population, 
because a cancer diagnosis generates fear of suffering, from the aggressive treatments, 
symptoms or surgery; guilt is present when patients think they should have had a healthier 
diet and lifestyle, or regret the things left undone or said something that cannot be changed; 
and impending death is a huge concern. 
Considering the noted “tragic triad” that can be experienced as existential issues in people 
facing a life-threatening illness, addressing these issues and cultivating a sense of meaning 
and peace in people with advanced disease, has become a priority in Palliative Care in the 
United States, and researchers stress the need for innovative psychotherapeutic interventions 
to help this group in coping with existential suffering, hopelessness, demoralizations and loss 
of meaning in life (Gibson et al., 2006). Given the relevance of addressing existential issues, 
how would people find meaning in their lives if they are not looking for it? For Steger (2013), 
the search for meaning might occur when there is a depletion of meaning. It can be part of a 
comfort zone for people, in general, to simply go to work every day, look after their home, 
garden, cook breakfast, dinner, take children to school or look after finances and regular usual 
activities, similarly to what Albert Camus thought about life, that it is absurd, repetitive, and 
futile. Consequently, for some, there might be a search for meaning, for others, life might 
have no meaning at all, everything may seem normal and ordinary with usual problems to be 
resolved and people keep busy, no deep reflections are stimulated to arise. Whereas, when a 
diagnosis of a life-threatening illness is received, a search for meaning is more likely to ensue, 
that is because people may face suffering, guilt, and death (Frankl’s “tragic triad”), or simply 
raise existential questions about the meaning in their lives.  
Breitbart et al. (2015) and Lo et al. (2014), state that the distress derived from a cancer 
diagnosis can reverberate in people’s psychological or spiritual well-being9. The existential 
distress and the threats to spiritual well-being often accompany patients with advanced 
cancer. This population is affected by the advanced diagnosis and their sense of self is 
contested between the changes in their life and who they were before the cancer diagnosis and 
after the diagnosis. This sense of self is noted in the second session of Gibson et al.’s (2006) 
Meaning-Centred Group Therapy study with patients with cancer, where each participant was 
asked to impart something about his or her sense of self, to talk about who they are. This 
practice was offered to participants to review how cancer had impacted their lives and what 
                                                      
9 In relation to the current research, there are other terms related to meaning in life such as spirituality and 
spiritual well-being. This is described in more details in section 3.3.1 of this chapter. 
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they found to be important in their lives, thus assisting participants to identify fluctuations in 
their existential states.  
Benzein, Norberg and Saveman (2001) similarly argue that awareness of living with an 
incurable disease arouses thoughts about existential issues, once people realize that their 
future is now limited.  In a study with 75 participants, Tomas and Weiner (1974) used The 
Purpose In Life (PIL) test (Crumbaugh & Maholick, 1964) to measure the sense of purpose in 
life of people in three groups: one group of critically ill or dying patients, another of non-
critically ill hospitalized people, and a third group of people who were well (control group). 
The results showed that the critically ill patients responded to the test more emotionally, 
demonstrated greater expressed affection to others, and wanted more affection than those in 
the other two groups. The sense of purpose in life was also greater, more definite, and clearer 
in the critically ill patients than in the other groups (Thomas & Weiner, 1974). The critically 
ill patients’ purpose in life was interpreted by the study’s authors as “a genuine ‘working 
through’ of their situations or a defensive measure as a way of coping with their own 
immediate finality” (Thomas & Weiner, 1974, p. 277).  
Alternatively, Thomas and Weiner’s (1974) findings may indicate that when people are faced 
with their own mortality they might be inclined to reflect on the meaning of their situation and 
consequently to search for answers to possible existential questions. Then, in their search for 
answers, they might feel moved by rediscovering significant things or people in their life, and 
therefore perhaps have a distinct perspective of life values quite different from that of healthy 
adults who are not confronted with a life-threatening illness. Thomas and Weiner’s (1974) 
findings are supported by two more recent studies of critically ill people. In Skeath et al.’s 
(2013) study, participants reported greater personal abilities, like better and/or unexpected 
ways to function in life, resulting in enriched relationships, amplified personal strength, 
priorities and purpose in life. In Young, Nadarajah, Skeath and Berger’s (2015) study, 
participants reported that the advanced illness was for them a life transforming event that 
provided them with greater meaning and purpose in their life.  
Steger (2013), explains that the way in which people think about the meaning in their life may 
differ: some people whose thought patterns are linear and structured, who appreciate 
certainty, may not think about the meaning in their lives specifically, and when it is brought 
up, these people might see it as problematic. On the other hand, more open-minded people, or 
those with a natural disposition to seek ontological responses, may as a matter of course think 
about or search for meaning in their life, and ask questions about existence (Steger, 2013).  
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For those who may not find it necessary to reflect on or search for meaning, what would be 
the relevance of bringing up this topic? To address this question, an integrative literature 
review of 43 research studies in 14 countries investigated psycho-spiritual well-being in 
patients with advanced illness (Lin & Bauer-Wu, 2003). The results indicated that it is 
important for people who have a life-limiting illness to feel a sense of connectedness with 
others. That is because this creates meaning in their life, aiding their adaptation to cope with a 
terminal disease, particularly through crucial relationships with friends, family members and 
their doctors (Lin & Bauer-Wu, 2003). 
A Canadian study with 71 patients with advanced disease demonstrated that the participants 
were happier, had reduced pain and felt more satisfied with their lives when they found 
comfort in their spiritual beliefs (Yates, Chalmer, James, Follansbee, & McKegney, 1981). 
Cohen, Mount, Strobel and Bui (1995) found in their preliminary study on the validity and 
acceptability of the measure of quality of life for people with advanced disease, that when 
purpose and meaning in life was addressed for this population, they reported to have found 
life worthwhile, to have felt that they had good quality of life, they concluded to have had a 
meaningful existence and felt a sense of fulfillment in achieving their life goals. 
These positive findings appear to contradict the research discussed in Chapter Two, which 
demonstrated that having a diagnosis of a life-threatening illness may lead, in an initial phase, 
to anxiety, depression or general emotional suffering. However, McClain, Rosenfeld and 
Breitbart (2003) study of 160 patients with terminal disease showed that people’s capability to 
maintain or find meaning in their life during the course of a terminal illness might help to 
prevent end of life despair or depression. Similarly, a cross-sectional, observational study of 
85 patients with advanced disease found that patients with increased existential/spiritual well-
being were less prone to depression or anxiety (McCoubrie & Davies, 2006). The authors 
suggest that in order to improve patients’ psychological wellbeing, health professionals 
should assist patients with advanced disease in addressing existential issues.  
The empirical evidence discussed above, suggests that bringing up the topic of meaning in life 
to people facing a life-threatening disease, or providing emotional and psychological support 
for people with expressed existential issues may be a useful way of helping people cope with 
difficulties caused by their illness. The literature led me to conclude that commonly, people 
would think about the meaning in their lives once they are confronted with a life-threatening 





The idea of spiritual well-being is linked to psycho-spiritual well-being, which in the context 
of advanced disease is described as a particular experience that integrates meaning in life 
concerns and emotional health (Lin & Bauer-Wu, 2003). Puchalski (2006) argues, in her book 
about spirituality and the care of chronically ill and dying patients, that spirituality can be 
related to meaning making, or the search for what is sacred or divine, but it is a more 
inclusive term than one solely related to religion. She sees spirituality as the base of the 
relationships we have with each other, and of how we help each other in stressful times and 
during the course of an advanced illness. 
The connection between spirituality and the experience of having a serious illness is 
demonstrated in numerous studies. In Reed’s (1986) hypothesis testing study, for example, 
with both 57 patients with terminal cancer (incurable cancer, stage III or IV) and 57 healthy 
adults, results indicated that the level of spirituality was demonstrated to be greater in 
outpatients facing the end of their lives than in healthy individuals who were not expected to 
be close to dying. Similarly, Roberts et al. (1997) found in a study of women with 
gynecological cancer that 49% of the participants noted that they became more spiritual after 
receiving their cancer diagnosis. In Puchalski’s (2006) view, spirituality is helpful for people 
when coping with pain and the end of life.  
Moreover, the close relationship between these terms (meaning in life and spirituality) is 
noticeable in research or intervention studies that access participants’ meaning in life via 
instruments that measure spirituality. The literature indicates that the most common 
instruments chosen for measuring meaning in life in people with advanced or chronic illness 
are the Functional Assessment of Chronic Illness Therapy–Spiritual Well-Being Scale 
(FACIT SWS) and the shorter version of it (the Functional Assessment of Chronic Illness 
Therapy–Spiritual Well-Being Scale 12 items, FACIT Sp-12) (Breitbart et al., 2012; Breitbart 
et al., 2010; Breitbart et al., 2015; Chochinov et al., 2011; Henry et al., 2010; Lo et al., 2016; 
Lo et al., 2014).  
3.4 Methods 
This section provides a scoping review and has utilised Arksey and O’Malley’s (2005) 
method for scoping reviews to identify literature that explores the role of meaning in life in 
psychological interventions in the context of advanced cancer. In contrast to traditional 
reviews such as meta-analysis and systematic review, a scoping review provides flexibility on 
the search of relevant studies and texts that can uncover what is known about often poorly 
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articulated areas of concern or interest (Arksey & O'Malley, 2005; Levac, Colquhoun, & 
O'Brien, 2010; Pham et al., 2014). In Arksey and O’Malley’s (2005, p. 20) view, “a scoping 
study is less likely to address a very specific research question nor, consequently, to assess the 
quality of included studies.” 
This method has less depth than the systematic method of review but its purpose is to provide 
a broad overview of a topic and this method of review may present a range of theoretical 
positions and various study designs, thus gaining the extent of, and what concepts and 
definitions are encompassed, and the parameters of the topic (Arksey & O'Malley, 2005). 
Peterson, Pearce, Ferguson and Langford (2017), clarify that the scoping review method is 
particularly relevant to patient care fields of study due to its broad overview of the evidence, 
nuances and controversies that can be revealed. 
Arksey and O’Malley (2005, pp. 22, 23), outline the methodological approach of a scoping 
review in six stages: Stage one is identifying the research question or particular objectives; 
stage two is identifying relevant studies and texts; stage three is the selection of the literature; 
stage four is charting the data; stage five is collating, summarizing and reporting the results 
and stage six is consultation (which is optional). 
The current scoping review has four objectives. 
• The first is to analyse meaning in life and its relation to advanced cancer population 
and coping (Figure 3.1, step 3)  
• The second objective is to identify in the literature and describe all published types of 
Meaning in Life Therapies (MLTs) used with patients with advanced cancer (Figure 
3.1, step 4)  
• The third objective is to identify and describe research studies which used any kind of 
MLTs applied as psychological interventions in research for patients with advanced 
cancer (Figure 3.1, step 5) 
• The fourth objective is to discuss these research studies characteristics (Figure 3.1, 
step 6).  
In this scoping review, the electronic databases that were identified and searched, the search 
terms used and the inclusion/exclusion criteria used to select suitable literature for this 
research are reported. This resulted in pertinent articles and works by credible authors in the 
field being identified for inclusion by the researcher (Montori, Swiontkowski, & Cook, 2003).   
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As such, this review is not termed a systematic review as it does not contain all the 
conventions of a systematic review process.  Never the less I scoped the literature to meet the 
four objectives above and synthesized the findings of the literature retrieved from the material 
identified in the electronic databases, hand searches, and authoritative texts according to 
Arksey and O’Malley’s method of literature review.  
3.4.1 Search	strategy	
To identify publications on therapies or intervention relating to meaning in life for adults with 
advanced stages of cancer, a combination of key words was used for the concepts of advanced 
cancer, meaning in life and its synonyms were used. The literature was searched between June 
2017 and January 2018, and no publication year was delimitated in order to reach the broadest 
number of papers existent in the literature. Papers, articles, books, expert opinion works, 
dissertations and manuals were sought and identified via database searches and hand searches 
in the reference list of key articles.  
3.4.2 Electronic	databases	
Eight electronic databases were searched: PubMed, AMED (Allied and Complementary 
Medicine), EBM Reviews - Cochrane Central Library, ERIC, Ovid Nursing Database, 
PsycINFO, Ovid MEDLINE(R) and EMBASE. 
3.4.3 Search	terms	
The following search terms were combined:  
(Meaning in life OR Meaning-based interventions OR Meaning-centred interventions) AND 
(advanced cancer OR advanced stage cancer OR metastatic cancer OR terminal cancer OR 
cancer stage IV OR cancer stage III OR palliative care OR incurable cancer OR end stage 
cancer OR terminally ill).   
3.4.4 Inclusion	&	exclusion	criteria		
Inclusion criteria 
• Meaning in life literature 
• Purpose in life literature 
• Meaning-centred interventions10 
                                                      
10 Many of the MLTs are described as meaning-centred interventions in the literature, for this reason this term 






• Studies including meaning in life to populations other than people with cancer 
• Children and youth 
• Unpublished studies, conference presentations, and protocol studies 
3.4.5 Results	
Congruent with the typical style of reporting scoping reviews the results are presented below 
in a narrative synthesis. First, the meaning in life and its relation to advanced cancer 
population and coping is presented, then all published types of MLTs used with patients with 
advanced cancer identified in the search are described. After that, the research studies which 
used any kind of MLTs applied as psychological interventions in research for patients with 
advanced cancer are described and finally, their characteristics are discussed. Conclusions, 
and limitations of the review, are also addressed.  
3.4.6 Meaning	in	life	and	its	relation	to	advanced	cancer	population	and	coping	(step	
3	in	Figure	3.1)	
The literature on the reactions of those diagnosed with advanced cancer unsurprisingly 
confirms that many people initially struggle with a range of negative emotions, as they 
commonly experience anger, guilt, regret, grief, feeling alone and seeking for meaning in life 
(American Cancer Society, 2014). Both the American Cancer Society (2018) and the UK 
Macmillan Cancer Support and Marie Curie Cancer Care end of life guide (2013) note that 
many patients with advanced cancer, when questioning their situation, feel like they need to 
reflect about what or who is meaningful and important in their lives. 
Strong feelings of distress are common (Breitbart et al., 2015; Tomás-Sábado et al., 2015; 
Winkelman et al., 2011), and former methods of coping such as hobbies, travelling or sports, 
are no longer available to them or no longer have meaning for people with advanced cancer at 
the end of life (last 30 days) (Tomás-Sábado et al., 2015). 
In 2018, Roberts et al.’s longitudinal qualitative study mapped the coping strategies used by 
26 people living with advanced cancer onto the Folkman and Greer theoretical model of 
appraisal and coping over a period of 12 weeks and completed 45 interviews. The findings 
showed that in order to assimilate change, people revisited their earlier forms of coping or 
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developed new strategies to cope better with the disease and try to make sense of its impact 
(Roberts et al., 2018). The study also found that acceptance of the negative impact of the 
illness and emotional outcomes was mediated by the use of meaning-based coping (Roberts et 
al., 2018).  
The importance of meaning in life for this specific population is also emphasized in a 
secondary data analysis study of a cluster randomized clinical trial with 52 people newly 
diagnosed with advanced cancer (Bai, Lazenby, Jeon, Dixon, & McCorkle, 2015). The study 
results confirmed that this group experiences an existential crisis, and the participants’ quality 
of life, including a sense of peace, was positively associated with finding meaning in life.  
Carlson (2016) explains that patients with a life-threatening disease are forced to confront 
their own mortality in a current reality, often for the first time in their lives.  Meaning in life is 
associated with a way of coping with a diagnosis of an advanced disease. Lin (2008) 
emphasizes the importance of assisting the advanced cancer population to use the experience 
of their suffering to help find meaning in their lives, and argues that this assistance involves 
love and compassion. 
In a survey based study with 69 patients with advanced cancer receiving palliative treatment, 
most of the participants considered that spiritual concerns, such as thinking about what gives 
meaning to life, become very important for them, and the authors highlight that these 
concerns ought to be adopted by the cancer care (Winkelman et al., 2011). Similarly, in Lin 
and Bauer-Wu’s (2003) integrative literature review, findings demonstrate that having a 
meaningful life is associated with positive adjustments in the experience of living with 
advanced cancer, and enhanced psycho-social well-being. Another review study on the 
significance of meaning in relation to coping with cancer reported that participants’ capability 
to find meaning in their lives was associated with greater self-esteem, hope, optimism and 
better coping (Lee et al., 2004).  
Stone and Clarke (2007) stress the importance of reviewing life history, assisting and 
reminding people with advanced disease of the significant relationships and the 
accomplishments they have in their life, and their value to people. In a study of 12 US-
resident Chinese immigrants with advanced cancer, the participants reported noticing the 
meaningfulness of recalling their life events, and describing not only the joy and values that 
gave meaning in their life, but enjoyment and appreciation of these recollections in the 
present moment (Lin, 2008). Tomás-Sábado et al.’s (2015) study found that regardless of 
cultural and national differences, the area of interpersonal relations (family, friends and 
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partners) is the greatest source of meaning in life for the advanced cancer population. Despite 
that, many patients may suffer in silence with a lack of assistance in identifying potential 
sources of distress (Lo et al., 2002). When silent suffering is present in the advanced cancer 
group, it may lead to death anxiety and consequently to “total pain”, defined by Dame Cecily 
Saunders as the suffering that encompasses all of a person's physical, emotional, social, and 
spiritual dimensions and produce an excessive amount of distress that is overwhelming 
(Baines, 1990; Richmond, 2005; Storey, 1996).  
Puchalski (2006) considers that this total pain, followed by anxiety and several other 
symptoms, can aggravate patients with cancer’s clinical condition. For this reason, Puchalski 
proposes that psychological interventions addressing existential issues, to increase or maintain 
a sense of meaning and purpose in life, may be beneficial to patients coping with advanced 
cancer, particularly in decreasing psychological distress at the end of life.  
A cross-sectional study with 74 participants with recurrent cancer, measured people’s 
meaning in life using the PIL test (Crumbaugh & Maholick, 1964) to establish what factors 
were related with the sense of meaning in life (Taylor, 1993). The study’s findings suggest 
that a clear sense of meaning in life was the factor associated with better adjustment to the 
illness and with an increased coping (Taylor, 1993). Similarly, a recent study analysed the 
relationship between chronic health conditions and quality of life in 484 patients with 
advanced cancer and their family caregivers, findings showed that meaning-based coping was 
associated with higher quality of life for both patients and their family/caregivers (Ellis et al., 
2017). This, alternatively means that effective coping strategies involve acceptance of the 
disease and finding meaning in one’s life experience. 
The value of discovering meaning in life for people with a life-threatening disease is 
reinforced by recent cross-sectional study findings (Guerrero-Torrelles et al., 2017) 
suggesting that interventions to enhance meaning in life in patients with advanced cancer 
could contribute significantly to alleviating existential distress and suffering. Such 
interventions could potentially help address or even prevent patients’ wish to hasten death and 
thus be released from suffering. 
However, despite the fact that research demonstrates that finding meaning in life as an 
existential concept is very important for individuals living with advanced disease (Lin, 2008; 
Lo et al., 2002; Winkelman et al., 2011), researchers have noted that existential issues may 
not be recognized by a variety of health professionals delivering emotional support to patients 
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with advanced cancer, even though a range of MLTs is available. The following section 
considers these therapies.  
3.4.7 Meaning	in	Life	Therapies	Used	with	Patients	with	Advanced	Cancer	(step	4	in	
Figure	3.1)	
Eight MLTs provided for adults with advanced stages of cancer (stage III and IV) of any type 
of cancer were found in the literature. These therapies and their content are briefly described 
next.  
1)	Meaning-Centred	Group	Psychotherapy	(MCGP), is an intervention grounded on Viktor 
Frankl’s writings, focused on meaning in life where patients are guided to go through a 
process of reviewing their lives and find out for themselves what their purpose/meaning in life 
has been, aiming to solving current emotional issues by way of insights. The intervention 
consists of eight group sessions of 90 minutes each, delivered once a week for eight weeks, 
(Breitbart et al., 2010; Breitbart et al., 2015).   
Currently, the MCGP program is been taught in the United States to clinicians (masters-level) 
psychologists or social workers with a background in psycho-oncology as the therapy targets 
adults with advanced cancer. The program workshops occur at the Memorial Sloan-Kettering 
Cancer Center. It involves 34 hours for clinician training and the therapy is implemented in 
clinical settings. The MCGP program is offered by William Breitbart, the therapy’s 
developer, based at the Division of Cancer Control and Population Sciences at the National 
Cancer Institute (https://rtips.cancer.gov/rtips/programDetails.do?programId=24665479# 
Settings).		
2)	Individual	Meaning-Centred	Psychotherapy	(IMCP), is an adapted intervention/therapy from 
the MCGP (Breitbart et al., 2012) to be delivered individually. It is specifically designed to 
meet the practical needs of individuals with advanced cancer in order to reduce attrition. This 
intervention is intended to help patients with advanced cancer to maintaining or increasing a 
sense of peace and meaning in life, as they experience stress and limitations as a result of 
cancer-related treatments and the disease progression. The intervention consists of seven 
individual sessions of one hour each delivered once a week for seven weeks (Breitbart et al., 
2012). 
A treatment manual was developed by the authors, William Breitbart and Shannon Poppito, 
for addressing the psychosocial, existential, and spiritual aspects of palliative care. The 





3)	Meaning-Centred	Psychotherapy	-	Palliative	Care	version	(MCP-PC)	is an adapted 
intervention from the Meaning-Centred Psychotherapy (MCP) (Breitbart et al., 2010) to 
provide a briefer version for patients with terminal cancer. Instead of seven sessions this 
intervention consists of three sessions. The focus is on building or reinforcing a sense of 
meaning and purpose in life with a more flexible way of delivering the intervention to patients 
receiving palliative care, in order to enhance effectiveness and avoid patient burden. The 
intervention consists of three individual sessions of 45 minutes each delivered in three weeks 
(Rosenfeld, Barry et al., 2016), which is even briefer than the IMCP (delivered in seven 
weeks).  
Currently, Barry Rosenfeld, one of the MCP-PC authors, is running a randomized controlled 
trial study titled “Development of Meaning Centred Psychotherapy for Palliative Care 
Patients”, sponsored by the Fordham University Calvary Hospital, Bronx in New York. This 
project is estimated to start on the 1st of April, 2019, it is registered at the U.S National library 
of Medicine and its Clinical Trials (https://clinicaltrials.gov/ct2/show/NCT03612050).  
4)	Managing	Cancer	And	Living	Meaningfully	(CALM) is a psychotherapy format intervention 
for patients with advanced cancer that addresses four main aspects that are considered 
relevant to this group: a) communication with healthcare providers and symptom control, b) 
changes in self-concept and close relationships, c) people’s beliefs and principles that 
contribute to a sense of meaning and purpose in their life, and d) worries about the future, 
confronting mortality and maintaining hope. The intervention consists of three to eight 
individual sessions of one hour each delivered in three weeks to six months (Lo et al., 2016; 
Lo et al., 2014).  
Currently, CALM international advanced workshops including case presentations are run 
targeting the global need for psychosocial care for patients with cancer. The last workshop 
run in June 2018, involved participants from nine disciplines and 15 countries, and was 
followed by the CALM leadership meeting where the leaders around the world explore the 
global implementation of the CALM education and research program. Information is 
available at The Global Institute of Psychosocial, Palliative and End-of-Life Care (GIPPEC) 
webpage (http://www.gippec.org/posts/advanced-calm-workshop-this-june-concluded.html).  
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5)	Dignity	Therapy	(DT), is an intervention based on reinforcing the sense of dignity, meaning 
and purpose in life, in order to decrease suffering and enhance quality of life for patients near 
the end of life. It also offers patients the opportunity to address issues that are considered 
important for them (Chochinov et al., 2005). During the intervention sessions, patients are 
encouraged to voice things they would like to communicate to others, usually to the ones that 
they have a close relationship. The intervention consists of two individual sessions of 30 to 60 
minutes each, both to be delivered in a few weeks or days (the exact number is not reported) 
(Chochinov et al., 2005; Chochinov et al., 2011; Passik et al., 2005; Vergo, Nimeiri, Mulcahy, 
Benson, & Emanuel, 2014).  
Currently, DT training workshops are offered for people who wish to perform dignity therapy. 
It consists of an intensive two-and-a-half-day training usually offered to clinicians working 
with palliative care, researchers, health care and nursing home administrators. DT training 
was run in different sites in Australia in 2018 and further workshops were planned to be run 
by the end of 2018 in Manitoba, Canada, led by the developer of the Dignity Therapy 
Training Dr. Harvey Max Chochinov (http://workshops.dignityincare.ca/ and 
http://www.dignitytherapy.com/about-the-course/).  
6)	Dignity	Conserving	Care	(DCC), is a model of care in which the main focus is conserving 
dying patients’ dignity. The meaning in life is not the core component of this model, but it is 
included in this review because its subtheme involves reflections on purpose and meaning in 
life and encourages participants capability to seen life as enduring. This therapeutic process 
includes enhancing a sense of meaning and purpose in life for people with advanced diseases. 
In this model of intervention, no specific number or length of the sessions is reported 
(Chochinov, 2002).  
Currently, the practice of DCC has been recognised by the National Patients’ Association of 
Canada & the Alberta Health Services Patient & Family Advisory Group. Harvey Max 
Chochinov summarises the fundamentals of DCC as an instrument that people can use to 
assist on practicing the “humanity of healthcare” (https://www.ncbi.nlm.nih.gov/pmc/articles/ 
PMC1934489/). The DCC model for palliative care is published in the JAMA evidence 
journal (https://jamaevidence.mhmedical.com/content.aspx?bookid=846&sectionId= 
61351468).  
7)	Meaning	and	Purpose	Therapy	(MaP)	is a brief psychotherapy following a model of 
meaning in adjustment to cancer to be used in acute settings. This intervention is intended to 
encourage links concerning meaning and purpose in life, in order to increase awareness and 
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encourage action or direction for patients’ goals related to their future. The intervention 
consists of four individual sessions. The length of the intervention or the time between the 
four sessions is not reported (Lethborg et al., 2012),  
The developer, Carrie Lethborg is the co-ordinator of the psychosocial cancer care in 
Melbourne, Australia. Workshops on the MaP focus on how meaning based interventions can 
be incorporated into everyday clinical work. The workshops were run in Australia and it is 
offered for counsellors, social workers, psychologists and pastoral care workers engaging 
with people living with life limiting illness.  
8)	Meaning-Making	intervention	(MMi),	a brief existential intervention designed to facilitate 
the search for meaning after a cancer diagnosis. It is structured around three main tasks: a) 
review the effect and meaning of the diagnosis of cancer; b) revisit past life experiences and 
ways of coping that were effective, then associate it to the current cancer experience; and c) 
review people’s priorities in life, and changes of goals that give meaning or purpose to one’s 
life. The intervention consists of one to four individual sessions of one to two hours each, 
delivered in one to three months (Henry et al., 2010). 
Currently, an interventional clinical trial is being run by the authors Melissa Henry, and Robin 
Cohen at the Jewish General Hospital and the McGill University Health Centre in Montreal, 
Quebec, Canada. This project involves 471 participants and it is titled as a randomized 
controlled trial of the MMi in people newly diagnosed with advanced cancer. It is estimated to 
be completed by October 2019 and it is registered at the U.S National library of Medicine 
(https://clinicaltrials.gov/ct2/show/NCT02583932).  
In summary, the majority of the MLTs provided for patients with advanced cancer aim to 
develop or reinforce meaning or purpose in life, and are delivered in psychotherapy format 
(one to one or in group sessions). These interventions use therapeutic processes to assist this 
group in decreasing suffering, emotional issues and increasing quality of life, by promoting a 
sense of peace and patients’ dignity. A number of the described interventions were adapted to 
better fit the advanced cancer population with reduced length of treatment and were delivered 
individually instead of in groups. 
3.4.8 Research	studies	using	MLTs	as	psychological	interventions	in	research	with	
patients	with	advanced	cancer	(step	5	in	Figure	3.1)	
 Of the eight types of MLTs reported above, 12 research studies were selected as examples to 
illustrate the application of MLTs in research. These studies were utilised in trials (six RCTs, 
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three open trials, two feasibility studies and one pilot study) of the interventions to show the 
outcomes for the population of interest in this thesis - patients with advanced cancer. A total 
of 1,052 patients with advanced cancer participated across the 12 studies, 574 were in the 
meaning-centred intervention arm.  
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Most of the studies’ researchers/authors, have acknowledged Viktor Frankl’s existentialist 
writings as the base for designing their interventions to help people with advanced cancer to 
acquire or increase a sense of peace, meaning and purpose in life.  
The cited MLTs are heterogeneous in content, but all include an examination of meaning in 
life as the main component. In these MLTs, participants were guided through a process of 
reviewing their lives. Facilitators utilise didactic discussion and experiential exercises to help 
participants to find out for themselves what their purpose in life has been, what is meaningful 
for them and to reach some significant memories by the way of insightful thoughts. 
The common aims of these 12 MLTs applied as psychological interventions in research are 
the developing or reinforcing of a sense of meaning and purpose in life, the improvement of 
symptom control, quality of life, sense of dignity, concerns with the future, sustaining hope 
and facing mortality (see Table 3.1).  
Sustaining hope is relevant in the current context of MLTs. Rather than hope for a cure, 
patients’ hope can be redirected to adaptive forms of coping such as hope for life enjoyment, 
hope for closer relationships, hope for dignity or comfort (Sachs, Kolva, Pessin, Rosenfeld, & 
Breitbart, 2013; Sullivan, 2003). Chi (2007) explains in a review study that patients with 
cancer commonly use hope as an effective coping strategy. In the context of patients with 
advanced cancer/palliative care, hope is defined as an inner experience that’s is always 
present in the very core of all human beings. This hope varies in intensity, depending on some 
aspects such as level of pain or poor prognosis (Olsson, stlund, Strang, Grassman, & 
Friedrichsen, 2011).  
Apart from hope, participants’ values and beliefs were often brought to the present moment in 
order to provide a sense of meaning and purpose in their lives following an advanced disease 
diagnosis (Rosenfeld, Barry et al., 2016) and were reported as helping in resolving issues of 
relationships that result from the advanced disease (Lo et al., 2014). Participants reported that 
they have appreciated the opportunity for emotional expression (Lo et al., 2016) and the 




The majority of the MLTs applied as psychological interventions in research were delivered 
in individual format of session, but two studies delivered the intervention in group format 
(Breitbart et al., 2010; Breitbart et al., 2015).  
The delivery aspects of the MLTs differed in settings, most of the 12 MLTs applied in 
research were delivered to participants at the hospital and/or at their home (Chochinov et al., 
2005; Henry et al., 2010; Lo et al., 2014; Passik et al., 2005; Rosenfeld, Barry et al., 2016). 
The one particular MLT that was delivered at participants’ homes, was viewed by the 
participants as very convenient, they clearly stated that they enjoyed the possibility to 
participate from their own home, because it was comfortable for them and they did not have 
to travel anywhere (Passik et al., 2005).  
Facilitators of the MLTs applied as psychological interventions included Psychologists, 
Clinicians, Psychiatrists, Social Workers and Therapists (see Table 3.1). 
3.4.9.3 Adaptations	
Interestingly, just like the mindfulness-based interventions, noted in the literature review 
Chapter Two, the MLTs were adapted versions of earlier well-established interventions. 
Several of the MLTs were adapted in consideration of the needs of people with advanced 
cancer.  The MLTs applied as psychological interventions in research, that were shortened in 
length and low in intensity were reported as being well received by the participants.  
One study group adapted the MCGP to be delivered individually (Breitbart et al., 2012), and 
the MCP-PC (Rosenfeld, Barry et al., 2016) is a briefer version of the MCP for patients 
receiving palliative care; the treatment is shorter in length. The adaptation and the flexibility 
when delivering these MLTs were considered by the researchers to avoid any potential burden 
to participants, and to increase the intervention’s effectiveness (Rosenfeld, Barry et al., 2016), 
to reduce attrition and limit missed sessions, while maintaining the benefits of the intervention 
(Breitbart et al., 2012). 
3.4.9.4 Attrition	
Despite these adaptations, the dropout rates were still high and seen as limitations in research 
with the advanced cancer population. The reasons noted by the researchers are related to 
participants’ advanced stage of the disease, their poor health and participants’ death, by way 
of accounting for the small samples. Five of the 12 studies were conducted with less than 15 
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participants (Henry et al., 2010; Lethborg et al., 2012; Passik et al., 2005; Rosenfeld, Barry et 
al., 2016; Vergo et al., 2014). 
Researchers acknowledge that the progressive physical impairment and limited life 
expectancy of people with advanced stages of cancer must contribute to elevated attrition 
rates in intervention studies (Lo et al., 2014) apart from logistical barriers related to 
scheduling treatment sessions clashing with patients’ many medical appointments (Breitbart 
et al., 2015). It is assumed that these obstacles will always be associated to the vulnerability 
of this group and create research problems faced when recruiting the advanced cancer 
population. 
3.4.9.5 Instruments	of	measurement	
The most common instrument of measurement for meaning in life was the Functional 
Assessment of Chronic Illness Therapy–Spiritual Well-Being Scale (FACIT SWS) and its 
abbreviated version, used across seven of the 12 studies included.  
3.4.9.6 Efficacy	
In summary, despite all the difficulties in research with advanced cancer population, the 
studies’ results consistently demonstrate the efficacy of the interventions and their potential 
benefits for improvements in patients’ sense of meaning in life, spiritual well-being, quality of 
life, better management of psychological distress associated with the illness, and a reinforced 
sense of dignity. Participants also experienced decreased depression, hopelessness, anxiety 
and desire for hastened death (see table 3.1). Participants’ high levels of satisfaction with the 
content of the interventions were frequently stated.  
Although the aim of this scoping review did not include the assessment of the studies’ quality, 
considering the literature reviewed in section 3.4.7, all the MLTs used in research were 
considered well-established programs, with interventional clinical trials and workshops 
currently run around the world, such as MMi, DT, CALM, MCP. The MCGP program is 
taught in the United States to clinicians (masters-level), and the remaining interventions are 
adapted versions of the above.   
Participants satisfaction with the aspects of the MLTs confirms the value of existential 
therapists started to include meaning as a core component in psychological interventions 
(Yalom, 1980) particularly for patients with metastatic/advanced cancer (Spiegel, Kraemer, 
Bloom, & Gottheil, 1989).  
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3.5 Discussion  
Meaning in life is something very subjective and personal, so anything that people believe is 
meaningful for them, can became a source of meaning in their life (Steger, 2006). When 
researching with this specific group, it is important to consider people’s individuality in way 
of being and in relation to what or who is meaningful for them. This individuality, when 
preserved, contributes to a patient’s ability to maintain a feeling of identification, that one’s 
essence is integral, apart from having a life-limiting disease (Chochinov et al., 2005).  
Once people have a clear understanding of what is meaningful in their life, it could potentially 
prevent the existential issues discussed earlier related to an advanced illness. The MLTs 
applied as psychological interventions in research, described in this review, demonstrated that 
discovering meaningfulness in one’s life can be helpful for people to cope with the 
vicissitudes of living with an incurable cancer: if people know what they find fulfilling, they 
are better able to make decisions according to what is important to them and these decisions 
may consequently influence the way they will cope with the advanced disease. 
As Frankl stated earlier in this chapter, about his experience in the Nazi German 
concentration camps, the kind of person one becomes is a result of their inner decisions, not 
the external environment.  Like prisoners in the concentration camps, patients with advanced 
cancer, do not become who they are because of having a terminal diagnosis, their inner 
decisions and how they cope, will potentially have an influence in their way of being and who 
they become. If cancer can be a life-transforming event (Skeath et al., 2013; Young et al., 
2015), the literature suggests that despite all the adverse aspects of living with an advanced 
cancer, people can choose the way they want their life to be transformed. If people become 
aware of the meaningful moments of joy, responsibility, achievement, insight, disappointment 
even failure that they have experienced, these can be valued and their inner transformation 
due to cancer could potentially become something positive or rewarding. The MLTs applied 
as psychological interventions detailed in Table 3.1, show that through these interventions 
people can become aware of the meaning in their life, they can find or create meaning in their 
life resulting in positive outcomes, despite the suffering caused by the advanced disease. 
To measure meaning in life, the majority of the studies utilized the FACIT SWB, developed 
in 1999 (Brady, Peterman, Fitchett, Mo, & Cella, 1999); this is considered an instrument that 
aims to measure specifically Spiritual Well-Being (SWB) including meaning in life, and does 
not specifically target meaning in life.  Other instruments used to measure meaning in life 
such as the PIL (Crumbaugh & Maholick, 1964), the Sense of Coherence Scale (SOC) 
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(Antonovsky, 1980), and the Life Attitude Profile (LAP) (Reker, Peacock, & Wong, 1987) 
were developed decades ago.  
In this current review, it is suggested that a more specific and up-to-date meaning in life 
measure could be considered, for instance, the Meaning in Life Questionnaire (Steger et al., 
2006), which measures the presence and the search for meaning in life specifically. 
3.6 Limitations 
Given that this chapter is a scoping review of the literature, it has the same limitations as 
noted for such reviews, as the studies are selected by the authors for “fit” in informing the 
topic of the thesis and bias in selection is possible (Jahan, Naveed, Zeshan, & Tahir, 2016). 
Regarding measurement of meaning in life, it is important to note that, of the 12 selected 
studies presented as examples of MLTs in this review, a number of these research studies did 
not measure the meaning in life component (see table 3.1). For this reason, the extent of the 
change in patients’ meaning in life, and any conclusions about it being an effective element of 
those interventions is unknown.  
3.7 Conclusion 
Despite its limitations, this scoping review can broadly complement the previous information 
of the concept of meaning in life, its philosophical framework, its definitions, and the 
existential aspects associated with the psychological symptoms of adults who have advanced 
cancer and how the emotional and psychological suffering is related to existential issues in 
this population.  
As noted in the philosophical framework and the definitions of meaning in life presented 
earlier in this chapter, Frankl (1959/1992) and Steger et al. (2006) positions are the ones 
which underpin the current research existentialist position related to people with a life-
threatening illness. Like Frankl, I believe that adults with advanced cancer have the freedom 
of will to find meaning in their current reality and to choose their attitude towards suffering, 
and that all humans are free to think and consequently to elect a way of coping with pain, 
hurt, sorrow and any other kinds of the difficulties in life.	 
In this scoping review, the relevance of meaning in life and its relationship to existential 
issues in the advanced cancer population is explained and exemplified. Given the positive 
outcomes reported in the research studies noted in this review, further research on MLTs 
which use the concept of meaning in life as a therapeutic component of psychological 
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interventions are recommended to assist patients with advanced cancer providing them with 
coping strategies when facing the course of an advanced disease. 
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 Chapter Four: The CCM Intervention, Rationale, and Description   
This chapter presents the current study’s intervention concepts and the intervention’s design, 
the content of each of the four sessions of the CCM intervention and the rationale for these 
contents followed by a conclusion.  
I11 have devised the CCM12 intervention used in this study. As noted in Chapter One, it is a 
mindfulness-based intervention developed for adults living with advanced cancer with the aim 
of facilitating this group’s psychological adaptation to their current situation. 
4.1 The CCM intervention concepts and design 
4.1.1 Concepts	
The decision to determine what topics would be included in the CCM intervention were 
supported by my previous experience working with patients and by the literature (Breitbart et 
al., 2012; Carlson & Speca, 2010; Frankl, 1959/1992; Hayes et al., 1999b; Kabat-Zinn, J., 
2013; Rosenfeld, Barry et al., 2016; Steger et al., 2006). I have developed the scripts of each 
CCM session (one to four) based on an accumulation of my professional knowledge, an 
integration of a number of different theorists, my practical experience and professional 
academic life. I first was introduced to guided meditation and to the logotherapy as a 
discipline at the university in psychology, about 10 years ago. I have been to workshops in the 
hospice in England, based in the meaning-centre therapies. I was also inspired by my training 
in MBSR. And then, I immersed myself in the literature of Jon Kabat-Zinn, Linda Carlson, 
Viktor Frankl, William Breitbart, and Steven C. Hayes. 
 
Three topics were integral to developing a suitably tailored intervention for the population of 
concern: 
1. Mindful coping skills 
2. Acceptance stance 
                                                      
11 I was trained in Mindfulness-Based Stress Reduction, and I am familiar with the context and the field of 
advanced cancer care, having experience in this area with patients and family members for about three years and 
I have co-facilitated mindfulness groups for patients with colorectal cancer over the past two years on another 
research project.     
12 The CCM four sessions intervention was developed in a period of three months in 2016, in parallel with its 
advertising material (posters, brochures, CD covers, podcast format hosted at the University of Otago webpage 
for the current study). All the cited material is available in appendices in this thesis. 
The background songs used in the four pre-recorded CCM Sessions were purchased for the intervention’s 
purpose. These songs are created by Christopher Lloyd Clarke, licensed by Enlightened Audio.  
All rights are reserved to the CCM intervention’s author (the current study’s researcher).  The CCM intervention 
will not be copied, redistributed, published or broadcast as this is part of this PhD research. 
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3. Meaning in life (from an existential perspective)  
These three topics are included in the CCM interventions to induce participants to think about 
them, via the guided CCM Sessions. To provide the most benefits to participants, mindfulness 
sessions, in general, guide participants to revisit important life experiences and individuals 
who may have contributed in some extent to who they are, these reflections were found to be 
beneficial in a content analysis study with six adults with cancer stages III or IV in Australia 
who completed a conducted Meaning and Purpose therapy where 24 therapy sessions were 
analysed (Lethborg et al., 2012); participants emphasised how beneficial it was to stop and 
think about what was meaningful in their lives.  
4.1.2 The	CCM	intervention’s	design	
The CCM intervention is an adapted mindfulness-based program grounded on the MBSR 
program which incorporates a recognised, well-established type of therapeutic intervention, 
and the CCM intervention’s safety is based on previously conducted studies (Carlson & 
Garland, 2005; Carlson et al., 2007; Kabat-Zinn, 1990; Shapiro et al., 2003; Speca & Carlson, 
2006; Tacón et al., 2004). 
Usually, adapted mindfulness-based programs are tailored regarding a specific vulnerability 
or identified life situation that characterises a certain population (Crane et al., 2017), such as 
people vulnerable to a life-threatening illness like advanced cancer. Crane et al. (2017) argue 
that the adaptation of a mindfulness-based program needs to be supported by theoretically 
informed analysis of the specific life experiences of the targeted patients and considering 
studying the context where a mindfulness-based program is being delivered.  
Van Dam et al. (2018) explain that due to the several current definitions of mindfulness, the 
design of a mindfulness-based intervention study must be consistent with the definition of 
mindfulness stated in the study. The current study is aligned with Kabat-Zinn’s (2003, p. 145) 
definition of mindfulness stated in Chapters One and Two of this thesis, that is, this 
intervention study uses mindfulness to cultivate participants’ awareness “through paying 
attention on purpose, in the present moment” in an accepting and non-judgmental way.  
The CCM intervention comprises four mindfulness sessions of approximately 20 minutes 
each to fit a brief intervention program with participants encouraged to practice at home as 
much as they wish. The limited length and number of sessions along with the free choice for 
home-practice is planned to suit the sample’s psychological and physical competence to 
address issues raised by their illness, considering the vulnerability of this population. This 
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approach is supported by Lethborg et al. (2012) research, where patients with advanced 
cancer reported that knowing that treatment consisted of only four sessions was very helpful 
and acceptable to them. More recently, the use of short course format treatments, reduced in 
length for the advanced cancer population, is supported in a systematic review on 
psychotherapeutic interventions for patients with metastatic cancer, which concluded that the 
adherence and uptake rates were highest amongst low-intensity interventions with a reduced 
number of hours (Beatty et al., 2017).  
The four-week length of the CCM intervention and the short duration of the sessions is 
tailored to be low energy demanding for participants as this is an adapted mindfulness-based 
intervention based on the typical eight week course of 2.5 hours sessions of mindfulness per 
week, with 30 to 45 minutes of home practice per day in the MBSR curriculum (Kabat-Zinn, 
1990). The adaptations of mindfulness-based programs usually differ in relation to length 
(duration) and number of sessions and the amount of home-practice (Crane et al., 2017).  
The four sessions of the CCM intervention are conducted individually, with myself present, 
once per week for four consecutive weeks. The individual aspect of the delivery of the 
intervention is consistent with published evidence in systematic reviews and research that 
indicates that flexible low-intensity interventions delivered in individual format are 
appropriate to meet the specific needs the advanced cancer population (Beatty et al., 2017; 
Breitbart & Masterson, 2016; Zimmermann et al., 2018).  There is strong evidence that this 
target group is most likely to prefer individual rather than group interventions, which are 
more viable to deliver because sessions can be flexible in terms of people’s particular needs, 
and take into account fluctuations in their health and energy, and calls upon their time such as 
clinical appointments (Clark, Bostwick, & Rummans, 2003; Cuijpers, van Straten, & 
Warmerdam, 2008; Henry et al., 2010; Sherman et al., 2007).  
In order to preserve participants’ identity and individuality, all four sessions of the CCM 
intervention encourage reflections and leave “blank spaces” to be filled by the participants 
silently, in their minds, while they are listening to the recording. Consequently, participants’ 
subjective beliefs and values are respected, when they are free to include their own thoughts 
and experiences to make sense of this mindfulness practice. 
4.2 CCM intervention: content of sessions 
• Session one contains guided meditation (breathing and relaxation techniques, and the 
body scan) to increase awareness and focus on the present moment and on mindful 
coping skills (Appendix C). 
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• Session two contains guided meditation (breathing and relaxation techniques) and 
reflections on acquiring an acceptance stance through mindfulness practice (Appendix 
D). 
• Session three contains guided meditation (breathing and relaxation techniques) and 
reflections about meaning in life through mindfulness practice (Appendix E).   
• Session four contains a conclusion involving mindfulness of breath and body 
sensations, mindfulness of thoughts and feelings, and the practice review for further 
self-management of the assimilated coping skills and reflections about meaning in life 
(Appendix F). 
The CCM four sessions intervention was developed in a period of three months in 2016. 
Licensed background music (Christopher Lloyd Clarke, licensed by Enlightened Audio) was 
purchased to provide a relaxing backing track to the verbal content of the CCM. 
The CCM sessions’ scripts were reviewed, and the recording of the voice for the scripts of the 
CCM sessions occurred in a professional studio room. The scripts were voiced by a colleague 
who is an English native speaker from New Zealand. The small pauses in the scripts were 
established in advanced and lasted between five to six seconds to allow time for participants 
to reflect about what they were listening to. During these pauses, only the background music 
was playing. The recorded voice and background music were professionally edited and 
mixed. The audios were informally piloted; the four CCM sessions were listened by two well 
people in the community (my lay contacts) of a similar age to the current study’s participants 
(50 and 54 years old). 
For the advertising material, images related to the study theme (Coping with Cancer 
Mindfully) were purchased and CD covers, the poster and the study brochures were 
professionally printed.  All materials were approved by supervisors. 
All participants are offered the choice of three options, described below, to facilitate listening 
to the CCM intervention pre-recorded sessions anytime they wished to. Every session is 
systematically provided to participants, enabling them to listen to session one in week one, 
session two in week two, and the following sessions in systematic order. By the fourth week 
they have all four sessions to retain. 
1. The first option offered is a password protected podcast format with the function to 
click and instantly listen online to the session or to download the session from the 
 
 77 
University of Otago webpage (https://podcasts.otago.ac.nz/mindfully/) to their mobile 
phones, tablets, laptop or any other device of their preference. 
2. The second option offered is the session in audio, compact disc (CD) containing each 
session separately (with a total of four CDs).  
3. The third option is the session in a memory stick that I bring to participants, 
containing the session to be transferred directly to each participant’s personal 
computer in the same systematic order as noted. 
In order to facilitate participants’ psychological adaptation when facing the disease course, 
their need to feel safe and supported is considered, and the study’s confidentiality agreement 
informed in the study’s consent form (Appendix G) is explained to them before and during 
the intervention. While practising the CCM Sessions, memories and emotional issues could 
emerge; consequently, participants are encouraged to feel free to share their concerns in a 
climate of trust and with the assurance of the study’s confidentiality agreement. 
Participants received the pre-recorded mindfulness sessions once they have listened to each 
session for the first time with myself at the time organised with the participant. I was 
available in person for the four sessions to answer any questions that might arise relating to 
the content of the sessions. A laptop is used to play the pre-recorded mindfulness sessions.  
After listening to each session with the participant, I asked if there are any questions or 
comments that the participant would like to add, and encourage the participant to ask 
questions about what they had listened to, and any concerns, emotions or challenges that 
could arise. I took notes of participants’ comments and recorded my own observations before 
and after each session.  
Before starting the next session, the content of the previous session is discussed with the 
participant and the key content of the next session is briefly explained. The home practice 
with the CCM Sessions is encouraged but not requested or expected. No monitoring occurs in 
order to avoid possible burden on participants during their involvement in this intervention 
study.  
4.3 Rationale for the content and components of the CCM Sessions  
The CCM intervention contains prompts and questions to stimulate thinking patterns about 
specific topics. These prompts and rationales are presented below: 
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• “What is meaningful for you?”  (CCM Sessions three and four - Appendices E and 
F).  
For patients with advanced illness to adapt to new realities and to develop resilience for 
difficult situations, it is necessary to consider what is essential to them (Stone & Clarke, 
2007). The question above is used to motivate the participants to reflect about what is 
important for them. The current intervention is intended to provide participants with 
psychological adaptation to their current situation. Once participants think about what is 
meaningful for them, thus they are reminded of what is significant and may feel supported by 
the meaningful experiences they had in their lives.  
• “What are the values that bring you happiness?” (CCM Session three and four – 
Appendices E and F)  
This prompt question is used to motivate the participants to reflect about joyful experiences 
they had or value, so they may be reminded of happy moments to be contemplated despite 
their illness. 
• “How about practising theses values?” (CCM Session three - Appendix E)  
This prompt question is used to raise reflection about values and principles that may be of 
significance to participants; once they are aware of the things in their life that they value the 
most, they may expend their time according to what they cherish and appreciate. 
• “Identify times in the past when you were courageous.” (CCM Sessions three and 
four Appendices E and F) 
The above sentence was used to encourage the participants to remember that they have faced 
difficulties before and think about how they managed to go through those difficult 
experiences. After being reminded of this, participants may comprehend that they have 
succeeded before, and to recognise they have strength to face their current cancer situation, 
just as they faced challenging circumstances in the past. 
• “You know that there are many things you cannot do anymore, because of this 
illness, but let’s focus on what you can do. It may be limited, at a different level, 




The above sentences were used to induce acknowledgement that the person with advanced 
cancer has several limitations in their daily life due to cancer-related treatments, the side 
effects (e.g. pain, fatigue, nausea, vomiting) and numerous consequences of the incurable 
disease. These limitations can be very frustrating, but there are still things it is possible to do, 
even with difficulties and restrictions.  
Positively motivating them to keep doing “what is possible,” and encourage them to focus on 
what is doable, thus avoiding feeling stuck in negative thoughts derived from the frustrating 
situations related to their progressive disease. 
Similar reflections were suggested by the Cancer Society of New Zealand (2008), for people 
living with advanced cancer, these are: 
• What activities may be considered to assist you on enjoying your life?  
• How can you live your life more fully, to make the most of it?  
• Think about a place you wish to visit on a trip or a holiday?  
One of my intentions with the CCM intervention is to facilitate the opportunity, for 
participants with advanced cancer when questioning themselves about what is happening to 
their lives, to think that they are not their illness, they may feel limited by it, but they are not 
reduced to their cancer, they are whole persons with different social roles in their lives and a 
number of characteristics that make them unique.  
This is considered crucial to maintain the participants’ identity and self-image, including 
potential important connection that they may have with family, friends, and other people in 
their lives. This approach is confirmed by research on mindfulness-based interventions for 
people coping with cancer (Bruggeman et al., 2015; Eyles et al., 2015; Johns et al., 2015), 
where patients with cancer are encouraged to see that they are connected to other people who 
share the same conditions of being humans (Carlson, 2016). 
The rationale for each of the four CCM Sessions is presented next. 
4.3.1 Rationale	for	the	CCM	intervention	–	Session	one		
In the CCM Session one (Appendix C), participants listen to sentences that explain briefly the 
practice that they are about to start; it is informed that through mindfulness practice people 
can become more aware of their patterns of ways of coping, and that mindfulness exercises 
are believed to increase the quality of the moment (Tharaldsen, 2012).  
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In order to practise awareness and staying in the present moment, in this first session, 
participants listen to sentences encouraging them to keep the focus of their attention in the 
present moment. Based on MBSR training, participants are informed that they do not need to 
try to get anywhere when they practise this technique; they really need only to be where they 
already are and realise it, make it real (Kabat-Zinn, J., 2013).  
In this session it is explained to participants what they are practicing in this intervention 
study, and why they are asked to pay attention to their breath, that is, by training their 
breathing and focusing on the present moment experiences they will start learning more about 
themselves, then they can learn how to influence their own wellbeing and observe how this 
activity influences their physical and emotional state of mind (Teixeira, Amaral, Takase, & 
Marra, 2016).  
During the body scan practice in this first session, participants are encouraged to allow 
themselves to feel any and all body sensations, watching the flux of sensations in their body’s 
regions. Participants are taught that as long as they are aware, they can be mindful. All it takes 
is wanting to and recalling to bring their attention into the present moment. This approach is 
compatible with MBSR (Kabat-Zinn, J., 2013). 
4.3.2 Rationale	for	the	CCM	intervention	–	Session	two		
The CCM Session two (Appendix D), includes some elements of ACT (Hayes et al., 1999b) 
in order to facilitate this population gaining an acceptance stance. This idea is supported by 
researchers who argue that when appropriate, practitioners may combine aspects of ACT 
related to acceptance into therapeutic interventions (Hulbert-Williams et al., 2015). The 
relevance of including acceptance as a component in the CCM intervention is supported by a 
recent RCT study with stressed adults, where results showed that including acceptance 
training in mindfulness interventions is a necessary component in order to promote 
acceptance of one’s life experiences and reduce distress (Lindsay et al., 2018).  
In the current study acceptance is not the same as tolerance or resignation, and that is 
explained to participants during the meetings for the practice of this session two. “Acceptance 
involves taking a position of non-judgmental awareness and actively embracing the 
experience of thoughts, feelings, and bodily sensations as they occur” (Hayes, Strosahl, 
Bunting, Twohig, & Wilson, 2004, p. 7).  
Participants are guided in the CCM intervention to acknowledge and reflect on their present 
moment experiences and their past experiences if those arise, letting go of any kind of 
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negative experience that could be causing unnecessary suffering. It is explained to 
participants that their thoughts and feelings are experienced as toxic, only when they come 
from judging them as harmful, unhealthy or as bad experiences (Hayes et al., 2004). 
The inclusion of reflections on participants’ past experiences was recently acknowledged as 
enhancing psychological well-being in patients with cancer, in a study that introduced a life 
review program with a legacy product for participants (Chen, Xiao, & Lin, 2018). Findings 
showed that patients with cancer enjoyed reviewing their life’s past experiences, and being 
provided with the opportunity to evaluate negative experiences from different perspectives 
and be empowered to accept, let go or even to attribute a new meaning to such experiences 
(Chen et al., 2018). 
 When dealing with cancer, people may feel overwhelmed by intrusive or negative thoughts, 
and consequently they may face worries and anxiety, so when practising the CCM Session 
two, participants are guided to learn mindful coping skills and acceptance to manage these 
feelings by acknowledging and embracing them instead of avoiding them. Hayes, Strosahl, & 
Wilson (1999b) explain that the avoidance of negative or intrusive thoughts is not beneficial, 
but maintains psychological suffering. As people reflect and remember the important 
experiences or moments in their life, they can more easily accept negative experiences; this 
may help in the thinking about living a life with cancer, as part of their characteristic way of 
being (Hayes & Smith, 2005), stimulating psychological flexibility. 
As described in Chapter Two, psychological flexibility is the core component of the ACT 
model, that integrates mindfulness and acceptance with values and how people behave 
according to these chosen values, committed actions (Hayes, 1994; Hayes et al., 1999b, 
2012).  
In summary, the CCM Session two guides participants to accept and let go of the adverse 
experiences that they may perceive as harmful. The intention of this training is that via 
mindful coping skills participants are taught to mindfully face any possible difficult thoughts, 
and to use these learned skills to better cope with their current situation; this include 
acknowledging their advanced diagnosis in order to prevent potential unnecessary distress. 
4.3.3 Rationale	for	the	CCM	intervention	–	Session	three		
The CCM Session three focuses on meaning in life. As discussed in Chapter Three, meaning 
in life in the current intervention study is underpinned by the existentialist position of Steger 
et al. (2006) and Frankl (1959/1992); that is, meaning is something subjective to each person, 
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independently if it is being found or created, and the origins of meaning may relate to the 
attitude one has toward suffering and towards other people or activities.  
This session guides the participants to reflect on meaningful memories by stimulating 
reflections on particular thoughts or beliefs, and then they are guided on questioning those 
thoughts to gain insights or further reflections about the topic (Lethborg et al., 2012). As the 
facilitator of the CCM intervention, I did not interfere in this process. Research with the 
advanced cancer population has indicated that meaning making is an individual process, so it 
is the person’s concern to find by themselves (via practicing the session), sources of meaning 
in life, and clinicians/facilitators should be aware of that (Breitbart & Masterson, 2016). 
In this session, participants are also guided to think of meaningful moments in their past 
experiences, by focusing on recognising times in the past when they were courageous. They 
are asked to think silently about their own meaningful and brave moments, and a couple of 
seconds are left silent on the tape, giving time for this reflection. After that time for reflection 
some examples are given in order to facilitate access to memories and offer the participants 
additional ways to think about the concepts of meaning. Similarly, a study examined how 
patients receiving palliative care might draw a kind of support from times of success and 
meaningful experiences they had in the past, to their present moment, despite the limitations 
of the disease course (Rosenfeld, Barry et al., 2016).   
The reflections in the CCM’s third session guide the participants to think about times when 
they have faced difficulties in the past, and leads them to observe how they can still use the 
strength or source of meaning they used in the past to face the challenges in the present 
moment generated by the advanced illness. This approach is consistent with Breitbart and 
Poppito’s (2014) treatment manual of the Individual MCP, the authors argue that patients with 
advanced cancer use attitudinal sources of meaning, when they can reflect on times when they 
have faced difficulties in the past, they are able to see how they can continue to use the 
support or source of meaning from the past, to face the current challenges in their lives. The 
act of reviewing how they could turn “disasters” in the past into achievements, reinforces 
their self-confidence in relation to their capacity to face adversities that may come into their 
lives (Breitbart & Masterson, 2016). 
As noted in Chapter Three, whenever a person is confronted with a situation that cannot be 
changed (e.g. an advanced cancer diagnosis), it can be a catalyst to find meaning by 
confronting the existential considerations and values in life and in suffering; meaning never 
stops to exist, even though it could change according to certain circumstance, it still exists 
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(Frankl, 1959/1992). Therefore, the CCM Session three proposes reflections on aspects of 
participants’ past experiences and social background that have contributed to their identify 
including principles and values in order to assist them on finding a sense of peace, this 
method is also used in an open trial study on psychotherapy sessions for 11 adults with 
advanced cancer receiving palliative care (Rosenfeld, Barry et al., 2016). Similarly, in 
Breitbart et al.’s (2010, p. 4) study, participants were guided to think about their life 
experiences and their identify “the most significant memories, relationships and experiences, 
that have made the greatest impact on who they are today.”  
In this session, the link between finding meaning in life and mindfulness with focus on the 
present moment experiences, is aligned with findings in Lin’s (2008) study, in which 
participants demonstrated that in order to live a life in a joyful manner, being in the present 
moment was crucial. 
In the CCM Session three, participants are encouraged to reflect about who they are, instead 
of what they do for living. The question “who are you?” is included in the tape to motivate 
participants to think about themselves in essence, as a whole person. Participants listen to a 
sentence stating that “you are larger than your cancer, larger than this illness,” these 
reflections are similarly incorporated in the Dignity Therapy intervention where (Chochinov 
et al., 2005) explain about the continuity of self, leading patients to being able to maintain a 
feeling that their essence is intact despite their advancing illness. 
4.3.4 Rationale	for	the	CCM	intervention	–	Session	four		
The CCM final session four (Appendix F) elucidate what participants have learned in the 
three earlier sessions, and concludes the therapeutic relationship.  
This session also involves reflections about how the person wants to be remembered, guiding 
participants towards to a goal, to choose their attitude to the future with awareness, and to 
think and reflect before reacting to things. These elements fit with the topics and goals of the 
IMCP for advanced cancer patients, related to past sources of meaning in life and what they 
will leave as a legacy in life experiences and memories, it reinforces the idea that all human 
beings have a choice in the way one is facing suffering and difficulties in life (Breitbart et al., 
2012). 
In this session, participants are guided to reflect about sources of meaning they have 
experienced in their life, connecting with life through love and nature (Breitbart & Masterson, 
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2016; Breitbart et al., 2012; Frankl, 1959/1992). This approach is used to lead participants to 
find ways of feeling alive and connected in a simple way to ordinary things in their daily life.  
In this session participants are guided to remember any difficult situation that they have 
experienced with someone in the past, and in order to encourage peace making with these 
situations, they are guided to question themselves, to think if saying “I am sorry” to a 
particular person may help if deemed appropriate or feasible. That is because, I understand 
that “there is no time left to carry sorrow” (these are the words cited in the session four 
recording), and this approach could contribute to generate a sense of peace for participants. 
This is comparable with the DT intervention where patients are encouraged to include, in their 
speech, things they would like to say and to be known for to the other people close to them 
(Chochinov et al., 2005). The short time frames of all four sessions acknowledge the patient’s 
possible limited life expectancy and reinforce the importance of expressing how they feel, to 
say what they may wish to say to someone, if it was the case. 
Additionally, this concluding session involves some elements of the previous three CCM 
Sessions: it adds a review of the sources of meaning considered previously, and a transition 
from being a participant in this intervention study to consider using in their regular routine, 
the skills that they have learned with the whole intervention. A similar approach was used in 
the final, seventh session of the IMCP for patients with advanced cancer (Breitbart et al., 
2012). In Lethborg et al.’s (2012) study, participants are guided in session four, to 
acknowledge the skills they have gained and to realise that they are able to practise these 
skills any time from now on, whenever they feel the need or when coping with difficulties in 
life, both those related to cancer and other daily life situations, the authors explain that it 
ponders how participants could use the learned skills in the future. 
4.4 Conclusion 
This chapter explains the significance of the intervention, and the rationale for the contents of 
the CCM Sessions, given the vulnerability of the current study’s group and their need for 
coping when facing an advanced disease. 
I have devised the CCM intervention where the three components, mindful coping skills, 
acceptance stance and meaning in life were carefully structured to build the skills in a logical 
order and assembled into one comprehensive intervention, and information from published 
research was provided empirical evidence to deepen the content included and to better frame 
the intervention for the target population. 
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In summary, in session one, participants are introduced to what is mindfulness and to learn 
several mindful coping skills. After that, in session two they are guided to accept and embrace 
their current situation when it is something that is out of their control, and through the 
mindful breathing technique (noted in Chapter One) they are guided to “accept and let go.”  
Then in session three, they are invited to reflect on purpose in their lives, and finally in the 
last session they are guided to remember the mindful coping skills learned in the previous 
sessions and to acknowledge their independency in using their acquired skills to potentially 




 Chapter Five: Methodology & Methods  
In this chapter, section one reviews mixed methods’ methodology, including definitions, the 
origins, considerations to the methodological dichotomy concerning the quantitative and 
qualitative research paradigms, and the rationale for mixed methods, followed by the current 
research paradigm. 
In the current study, the purpose of using mixed methods is to utilise the strengths and reduce 
the limitations of both approaches within this one study (Andrew & Halcomb, 2007) to 
investigate and provide comprehensive insights into the core phenomena of interest (Johnson, 
Onwuegbuzie, & Turner, 2007; Leech & Onwuegbuzie, 2009). The quantitative method used 
structured questionnaires for data collection and statistical analyses, while the qualitative 
method used semi-structured interviews and thematic analyses. Both forms of data were 
collected concurrently, analysed separately, and then merged for the convergent analyses, 
with interpretation of the overall results (Creswell & Plano Clark, 2011; Creswell & Plano 
Clark, 2018). 
My background and position, as the researcher, is noted in this section followed by the 
research question, aims, design, the study’s context, assessment, and ethical considerations.  
Section two presents the procedures for the current study, followed by a brief explanation 
about the development of the CCM intervention, the quantitative methods and data analysis, 
then the qualitative methods and data analysis.  
This section provides a rationale for the approach used in this study, followed by the 
integration of the data sets and finally the approach taken for the convergent analyses.   
5.1 Section one: Methodology  
5.1.1 Definition	of	Mixed	Methods	
Since Greene, Caracelli and Graham (1989) outlined the benefits of mixing of methods and 
paradigms. There have been numerous definitions of mixed methods, a more recent definition 
of mixed methods research provided by Cresswell (2014) is:  
An approach to inquiry involving collecting both quantitative and qualitative data, 
integrating the two forms of data, and using distinct designs that may involve 
philosophical assumptions and theoretical frameworks. The assumption of this form 
of inquiry is that combination of qualitative and quantitative approaches provides a 
more complete understanding of a research problem than either approach alone 
(Creswell, 2014, p. 4). 
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Mixed methods uses established techniques to collect and to analyse data (Creswell & Plano 
Clark, 2011; Onwuegbuzie & Teddlie, 2003 ; Tashakkori & Teddlie, 2010). As a 
methodology, mixed methods considers philosophical assumptions that guide the direction of 
both quantitative and qualitative data collection and analysis (Creswell & Plano Clark, 2011; 
Creswell & Plano Clark, 2018; Johnson et al., 2007). 
5.1.2 The	origins	of	mixed	methods	methodology	and	the	methodological	dichotomy	
between	qualitative	and	quantitative	research	
Mixed methods research emerged from the conflict of paradigms between quantitative and 
qualitative studies and are commonly used as a mode of inquiry (Greene, 2007; Terrell, 
2012). The terms “quantitative and qualitative research” are not only two different ways of 
gathering data, these terms indicate divergent assumptions about the purpose and the nature of 
research in the social sciences. A summary of the history on the debates between qualitative 
and quantitative approaches is presented next, prior to the present, when mixed methods have 
become an established and recognised methodology.  
Several theorists questioned the inadequacy of scientific descriptions to account for historical, 
social and cultural exigencies that produce meaning in any given time.  The Frankfurt school 
of critical theory originated in 1920/30s was widely influential in social science and in 
progressing qualitative theories. The Frankfurt school originated in Germany, and promoted 
human emancipation and freedom and ensures the representation of excluded groups 
(Horkheimer, 1972). For Horkheimer (1972), research cannot be purely objective, that is, 
because to determine what certain information means, people may understand reality through 
their own subjective lens, a culturally constructed viewpoint. The Frankfurt school members, 
Max Horkheimer, Theodor Adorno, Erich Fromm, and Herbert Marcuse, initiated a school of 
thought that stressed the reflective assessments and critique of the society and culture. 
Then, between 1970 and 1980 the quantitative method that was previously the dominant 
method of research for several decades started being criticised in the methodological 
literature, and some authors have defined this as a period of “paradigm wars” (Gage, 1989; 
Hammersley, 1992). The term “paradigm war” involves fundamental incompatibilities 
between qualitative and quantitative paradigms applied to methodological issues earlier in 
1970’s generating the “first war” in sociology and education (Denzin, 2010). According to 
Denzin (2010) the period between the emergence of the post-positivism and constructivism 
and the end of positivism is defined as the “first war.” The “second war” involved debates 
between theorists in which paradigm was more revolutionary or more superior (Denzin, 
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2010).  Qualitative research can be seen as limited, because of the researchers’ subjective 
interpretation of the often self–reported data, which can lead to it being viewed as deficient, 
lacking the ability to apply universally, and quantitative researchers claim to be neutral, free 
from personal biases and the interpretation of the data is objective.  The criticism of objective 
inquiry is that value-free neutrality is unrealistic, everyone has a past, a culture with learned 
modes of thinking and attitudes which do “colour” the supposed pure sciences. Lorraine Code 
(1995, p. 15) captures this point stating “feminist epistemologists have exposed the andro-
centricity and, latterly, the racial, cultural, historical, class and numerous other ‘centricities’ 
of the epistemologies of the mainstream …traditions.”  Yet latterly, for proponents of mixed 
method research the combination of both approaches can balance the limitations attributed to 
each paradigm and ameliorating the divide (Creswell, 2014).  
Then a triangulation13 of methods emerged as a way of ensuring rigour and integrating or 
combining different methods to study the same phenomenon (Tashakkori & Teddlie, 2010). 
After the “second war” provided support for the use of mixed methods designs, an increasing 
of multi-disciplinary literature including relevant research methodologists and authorities 
arose from different several disciplinary fields and initiated the “third war”, named the Third 
Methodological Movement (Creswell, 2007).  
Support for mixed method designs has grown such that proponents claim the use of multiple 
methods produces comprehensive as well as a variety of findings, stronger inferences and 
responds to research questions in ways that other methods would not (Creswell, 2007; 
Tashakkori & Teddlie, 2010). Although there will be those who contest such a position, those 
pursuing this path rely on the rigour applied to each method and explaining their convergent 
and interpreted results (Creswell, 2014). 
The outcome of a mixed methods study consists of an understanding, an explanation for an 
event that can be a behaviour, a relationship, or a case and a conclusion followed by the 
interpretation of the results. This interpretation, or the final outcome of research studies is 
called “inference” in mixed methods, which means the conclusions or interpretation made 
from both strands of data (Creswell & Plano Clark, 2011). Mixed methods provide stronger 
inferences and the opportunity for presenting a greater variety of different points of view 
(Maxcy, 2003), and the use of inferences made, and the mixed methods should be grounded 
on the research questions (Bryman, Becker, & Sempik, 2008). 
                                                      
13 Triangulation seeks convergence, indicates that two (or more) methods are used in a study in order to “find 




The nature of the research questions of this study calls for mixed methods, as the study sought 
to not only measure objective outcomes in levels of participants’ mindful coping skills, 
acceptance stance, and reflections about meaning in life on established questionnaires, but 
also to understand potential subjective changes in these aspects and how participants 
experienced the CCM intervention while coping with a life-limiting illness. The current 
research addresses a clinical problem and in order to understand it well the two research 
approaches are combined.  
The quantitative approach is more objective and used to measure the variables and to better 
understand the magnitude of the problem. The qualitative approach is used to gain more 
contextual information about the problem, via talking to the participants to understand their 
stories (that cannot be quantified). A qualitative or quantitative approach alone would be 
insufficient to obtain a holistic understanding of the research problem (Creswell, 2015).   
Explicitly reporting the priority of methods is recommended in mixed methods research to 
facilitate the quality assessment of the study (Cathain, Murphy, & Nicholl, 2008). In the 
current study, the quantitative method is prioritised as the nature of the research question is 
quantitative. Consequently, the qualitative method is less dominant in this study and is used to 
substantiate the quantitative data and to elicit additional information not addressed in the 
questionnaires. The qualitative aspect ascertained details of the participants’ personal 
experiences, context, setting and place (Creswell, 2015) and how they experienced the 
intervention.  
Both types of data were combined in order to better understand the research problem 
(Creswell, 2015), qualitative and quantitative data are collected concurrently, analysed 
separately and then the findings and results were compared and related, and the integration is 
reported in Chapter Eight and discussed in Chapter Nine.  
5.1.4 The	research	paradigm	used	in	the	current	study:	Pragmatism	
The word “paradigm” refers an epistemological framework directed by a number of beliefs 
and world views, expressing how the world is understood and studied (Guba, 1990).  In other 
words, research paradigms are the philosophical positioning that guide the research process, 
informing sampling, data collection and data analysis (Grbich, 2013). “Traditional paradigm 
assumptions refer to stances on the nature of the social world, the nature of the warranted 
knowledge we can have about that world, how we can come to know what we know, and 
what is important and valuable to study” (Greene, 2008, p. 11).  
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The philosophical positioning that underpins the current study is based on pragmatism, as it is 
believed that a single philosophical theory is not sufficient to explore the truth. “The truth” is 
flexible, that is, it depends on who the participants are and their response on how they receive 
the intervention. This flexible perspective is compatible with pragmatism, a theory that 
recognises the concept of singular and multiple truths as being open to practical examination, 
while lending itself to “solving practical problems in the real world” (Feilzer, 2010, p. 8). In 
epistemology, realism in ontology and pragmatism are the paradigms that are compatible with 
my worldview, as the researcher, and considered suitable for responding to the current 
research questions. 
In the earliest days, mixed methods researchers questioned how different worldviews can 
coexist (Creswell, 2015). Creswell (2013) explains that in the past, qualitative researchers 
were usually associated with having a constructivist worldview while quantitative researchers 
were often associated with a postpositivism worldview or a reductionist perspective. And 
after 1990, the complementariness of quantitative and qualitative approaches was postulated 
under the pragmatic paradigm, that is, that one underlying philosophy can inform the overall 
outcome from different types of data collection. Contemporary mixed methods researchers 
adhere to pragmatism as a practical philosophy focused on “what works” (Creswell, 2015) to 
produce comprehensive knowledge and understanding of a topic. 
Pragmatism then is the most frequently adopted paradigm for justifying the use of mixed 
methods (Creswell & Plano Clark, 2011; Sammons, 2010), it supports the use of both 
qualitative and quantitative approaches in the same study and discards the idea of 
incompatibility of the paradigms (Creswell & Plano Clark, 2011; Tashakkori & Teddlie, 
2010). In order to be able to measure all layers of a phenomenon, pragmatism offers multiple 
choices, and using mixed methods research allows qualitative and quantitative methods to 
assess a range of aspects of the phenomenon under investigation (Feilzer, 2010). It is 
considered the most suitable paradigm for guiding the work of integrating the two approaches 
(qualitative and quantitative) into a greater understanding (Creswell & Plano Clark, 2011). 
According to Rescher’s view, the way in which each participant will experience the current 
study’s intervention will probably differ according to each person’s experiences, that are 
“inevitably personal and subjective.” (Rescher, 2005, p. 1). 
5.2 The researcher’s position and background  
Along with having the philosophical positioning of the current study based on pragmatism, 
my qualification and background might have influenced the delivery aspect of the CCM 
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intervention. Being a graduate in psychology, means that I could possibly draw on my 
previous experience with patients and educational training in order to approach the target 
population. Despite that, I needed to be wary about potential encounters between my role as a 
researcher and my background as being a clinician/psychologist. In that regard, Ritchie (2009) 
argues that potential tensions exists between giving advice to participants, reassurance, 
wanting to help, and to sympathise in relation to the researchers’ main role of seeking 
responses for the research questions, exploring a phenomenon, collecting and interpreting 
data. These two roles of researcher/clinician are metaphorically called as “wearing two hats.”   
I understand that several communication skills used in a therapeutic role, may also have been 
used in the current study, for example active listening. Kavanaugh, Moro, Savage and 
Mehendale (2006); explain that nonverbal communication such as facial expressions, eye 
contact and active listening are normally used to simply communicate support and 
understanding (Kavanaugh et al., 2006), these are not necessarily used only in therapy 
sessions. In order to avoid bias, it is ideal that researchers act under the research ethical 
principles via confidentiality agreements, providing verbal and written information and 
consent forms (Ministry of Health, 2006). 
As noted in Chapter Four, I met the participants for the practice of each CCM Session. Those 
meetings may occur at the participants’ own homes or at the University of Otago Centre for 
Postgraduate Nursing Studies in a private room. Independently of the participants’ choice of 
locality for meeting with myself, a rapport with the participants and a relationship of 
trustworthiness had to be established between myself, as the researcher, and the participants, 
and potentially the participants’ family members if they decided to join the participant as their 
support person for the practice of the CCM Sessions or during data collection.  
I discussed with the participants prior to starting participating in the study, if any family 
member would like to be with the participants during the session practice. Such an approach 
is consistent with researches with advanced disease patients, where most often the caregiver, 
partners, and any other family members are invited to join the sessions (Lengacher et al., 
2012; Nissim et al., 2012; US Fed News Service Including US State News, 2015). This 
approach is considered relevant for research when adapting a meaning-based intervention 
(that includes the meaning in life topic) to an advanced cancer population (Leng et al., 2017). 
As the current study’s researcher and facilitator of the CCM intervention, I visited the 
participants to deliver each CCM Session and on each occasion a rapport was established 
between myself, the participant and their family members (in the cases when these were 
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present as the participant’s support person). Cook (2012) explains that practitioners or 
facilitators of a treatment or researcher’s empathic interaction or communication are central 
for participants’ ethical care and for producing rich data. Establishing a suitable rapport and 
working relationship with participants is considered very important when researching with a 
vulnerable population, therefore it is recommended that the investigators are well trained in 
sensitivity to end-stage illness issues and have clinical and interpersonal skills (Cook, 2012). 
Usually, facilitators work within ethical codes based on and supported by their core 
profession (Baer, 2015); for instance, as a psychologist, my approach is based on the 
psychology profession core and ethical codes.  
My previous experience with hospice patients was useful when researching with this specific 
group with advanced disease. Some authors concur that research with dying patients creates 
unique ethical challenges as these subjects are very vulnerable (Addington-Hall et al., 2009; 
McMillan & Weitzner, 2003). These challenges need to be anticipated as they are related to 
the emotional pain or discomfort on facing the loss of patients, for example, that can affect the 
researchers or at least bringing deep reflections about the researchers’ own mortality (Sheldon 
& Sargeant, 2009).  
In the current study, all participants must have advanced cancer and consequently, some could 
be patients with terminal cancer facing end of life, although it was part of the inclusion 
criteria that potential participants should have a life expectancy of approximately four months 
to gain benefit of the intervention. Nevertheless, prognoses can alter rapidly and it was 
anticipated that it would not be possible for myself, as the researcher, neither for the 
Oncology Research Nurse who assisted with recruitment, to know with certainty how long 
potential participants would live. In research with people with advanced cancer, challenges 
might be expected due to the unpredictable course of the advanced disease (Serfaty et al., 
2018).    
5.3  Research question 
Do adults with advanced cancer who received the “Coping with Cancer Mindfully” 
intervention, experience better adaptation to and coping with their situation, through 
improved mindful coping skills, developing an acceptance stance and reflections on meaning 
in their life? 
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5.4 Research aims 
The aim of this study was to evaluate the delivery of a mindfulness-based intervention, called 
Coping with Cancer Mindfully (CCM), designed to provide psychological and emotional 
support to adults with advanced cancer. The intervention focuses on mindful coping skills, 
acquiring an acceptance14 stance and reflection on meaning in life, and is intended to facilitate 
this group’s psychological adaptation to their current situation.  
This research specific aims are: 
I) To gather preliminary data regarding the efficacy of the CCM intervention in 
improving patients’ mindful coping skills, acquiring an acceptance stance and 
reflections about meaning in life, comparing pre-post-test using quantitative methods 
II) To evaluate qualitatively how participants experience the CCM intervention 
III) To evaluate the feasibility of the recruitment strategy of this study  
5.5 Research design 
The design of this study is a one group pre-post-test design with a convergent parallel mixed 
methods approach for data analysis. 
The current study is considered to be a feasibility study. This is because it tries to establish the 
willingness and effectiveness of clinicians to recruit participants; the number of eligible 
patients; the characteristics of the proposed outcomes measures; response rates to 
questionnaires; adherence/compliance rates; the availability of data needed; the utility and 
restrictions of this particular data set; and the time required for data collection and analysis 
(National Institute for Health Research, 2015). In addition, to report effect sizes for pre-post 
outcomes measures.  
The current research is a non-randomised intervention study, a study type frequently used 
when it is not ethical or logistically feasible to conduct an RCT (Chochinov et al., 2011; 
Eliopoulos et al., 2004).  A wait listed control design was considered, that was decided 
against because the untreated comparison group would have had to wait to receive the 
intervention at a later date, after the delivery of the intervention was finished for the group 
randomised to the intervention, which is problematic in a gravely ill vulnerable group.   
                                                      
14 In the current research, throughout the term “acceptance” is used as defined in Chapter One, page three. 
 
 94 
5.6 Study context 
This study was conducted in Christchurch, New Zealand. I was based in an university health 
sciences division (Centre for Postgraduate Nursing Studies, University of Otago, 
Christchurch) but participants with advanced cancer were recruited from public hospital 




5.7 Assessment timeline for data collection  
Table 5.1 Recruitment, data collection and intervention time points 
Week one  
    
Potential participants were screened and approached by the Oncology 
Research Nurse 
 
Then, contacted by myself, as the researcher, received the Information Sheet 
and Consent Form 
 
Time left to think, between one and two weeks, before they were contacted 
again for a response   
Week two  The potential participants were contacted, over the phone or email, and the 
ones who decided to participate, organised date and time to meet with myself 
 
Participants met with myself immediately after signed consent form, to 
complete registration, the pre-intervention questionnaires + interview 
  
Participants received the CCM Session one (one-to-one with myself, as the 
researcher) 
 
One week interval is allowed for practice of session one as they wish 
Week three Participants received the CCM Session two (one-to-one with myself, as the 
researcher) 
 
One week interval is allowed for practice of session two as they wish 
Week four  Participants received the CCM Session three (one-to-one with myself, as the 
researcher) 
 
One week interval is allowed for practice of session three as they wish 
Week five  Participants received the CCM Session four (one-to-one with myself, as the 
researcher) 
 
One week interval is allowed for practice of session four as they wish 
Week six  Participants met with myself to complete the post-intervention 
questionnaires + interview 
 
5.7.1 Registration	for	the	trial		
Eight general demographic questions were developed and are part of the registration form 
(Appendix H). These demographic questions include, age, level of education, occupation, 
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marital status, living situation, length of time since the cancer stage III or IV diagnosis, and if 
they had practiced mindfulness before. 
Data is collected through the pre and post-intervention questionnaires and interviews with 
participants. As noted earlier, participants are evaluated at two time-points: baseline 
(immediately after written consent) and at one-week post-intervention (see Table 5.1).  
Participants were not evaluated immediately post-intervention, allowing a one-week interval 
to practise the week four of the CCM intervention session four.  
5.7.2 Maori	consultation	process	
As part of seeking ethical approval, Māori consultation was undertaken to ensure that research 
processes were culturally appropriate. As mentioned in Chapter One, the cancer registration 
rates in 2010–12 were higher for Māori than non-Māori adults in New Zealand (Ministry of 
Health, 2015a, 2015b), and this trend is not expected to change in the short term.  
A meeting was held with Karen Keelan, Maori Research Advisor, University of Otago, 
Christchurch on the 2nd of May 2016 to discuss issues regarding Maori participants in this 
study.  
It was recommended that ethnicity data be collected according to New Zealand Ministry of 
Health guidelines (Ministry of Health, 2004) and advise was given on appropriate means of 
disseminating the findings to inform Maori researchers, Maori health providers and Maori 
health professionals so the findings from this study could contribute to the development of 
future research and therapeutic approaches (see approval letter, Appendix I).   
5.7.3 	Ethical	approval	
The study received ethical approval from the New Zealand Health and Disability Ethics 
Committee (HDEC) in September 2016 (16/NTA/75) (Appendix J). An amendment was 
approved which adjusted the eligibility criteria to include stage III cancer as well as stage IV, 
and to expand the recruitment to other cancers services in Christchurch (Appendix J). The 
locality authorization from the Canterbury District Health Board (CDHB) (Appendix K) was 
approved on the 21st of September 2016 to recruit from Christchurch Hospital (Oncology and 
Haematology Departments). 




5.8 Ethical Considerations 
Before and during the research process, ethical issues are taken into consideration 
(Beauchamp & Childress, 2013) and are intended to be addressed, based on ethical principles 
that are discussed below. 
Participation in this study is entirely voluntary. Potential participants’ wish to participate or 
not, is respected, and they are informed in the Information Sheet (Appendix L) and Consent 
Form (Appendix G) that participation in the study would not affect their healthcare in any 
way. Prior to consenting they were invited to ask any questions about the project, and given 
one to two weeks to consider their participation. Options on the venue for conducting the 
study were offered to ensure participants’ wishes, and comfort was respected.  Participants are 
informed that if the content of the questionnaires and interview questions make them feel 
uncomfortable, they could decline to respond any of those questions and/or withdraw from the 
study if they wish, without any disadvantage of any kind (Beauchamp & Childress, 2013; 
Polit & Beck, 2004). Participants were informed in the Information Sheet (Appendix L) that 
they could refer to their consultant physician and/or the Health and Disability Advocacy 
Service if participation raised a health, ethical or psychological issue for them (Nationwide 
Health and Disability Consumer Advocacy Service, 2014), and received information about 
further support for contacting, should any further support be required. 
The principle of confidentiality is preserved for collecting data, during and after conducting 
the study, audio-recorded interviews, transcripts, hard copies of the scales and electronic files 
are pass worded protected and locked storage of data. All information that could identify the 
participants is masked via coding of the data. This data is protected by Syncplicity, a file 
sharing and storage service that keeps the files securely in the University of Otago data centre. 
Hard copies of the completed scales and interviews for qualitative analysis are de-identified 
and ID codes are attributed to them and they are kept in a locked filing cabinet in a secure 
room with restricted access at the University of Otago. In this thesis, no identifying 
information about participants is presented, nor in data collection, analysis and report of the 
study findings, and as pseudonyms were utilised. Participants were reassured that 
confidentiality and anonymity is preserved as pseudonyms are attributed, this was stated in 
the information sheet (Appendix L) and was discussed with participants before data 





In consideration of the vulnerability of this population, this research design, methodology and 
some aspects of the intervention delivery were moulded to adequately address this 
population’s needs ethically, and respect the limitations related to their health conditions, as 
mentioned previously. 
Vulnerable populations, by definition, include physically and intellectually challenged 
individuals, children, pregnant women, minors, human in vitro fertilization, employees, 
prisoners, military persons, those who are comatose, terminally ill, students in hierarchical 
organisations, elderly, hearing or visual impaired, ethnic minorities, refugees/immigrants, 
international research, healthy volunteers and economically and educationally disabled 
(Sanmukhani & Tripathi, 2011; World Medical Association, 2013). The sample in this study, 
patients with advanced cancer, are considered a vulnerable population as the cancer is at the 
end-stages (Cook, 2012).  
Research studies must protect the rights and welfare of these subjects (Office for Human 
Research Protections (OHRP), 2009) who have an increased relative risk of susceptibility to 
adverse health outcomes, and are thus considered vulnerable populations (Flaskerud & 
Winslow, 1998). Adults with a diagnosis of advanced cancer face an incurable progressive 
disease, likely to be vulnerable and dependent on others.   
Consideration to vulnerable population should be taken into account when designing a study 
involving such groups (Cook, 2012; Flaskerud & Winslow, 1998), it would be unrealistic, for 
example, to implement a randomised study, which takes a relatively long process, when there 
is a clinical and ethical necessity of intervening quickly (Eliopoulos et al., 2004), for these 
reasons a non-randomised design was chosen for this study trial and considered more 
appropriate in relation to the vulnerability of this group of participants and potential ethical 
issues. 
Due to participants’ prognosis, their health conditions could change with the disease’s 
progression, I am aware that there could be some discomfort associated with talking about 
personal issues or distressing events, and that participants could also become tired. 
Considering the above, I committed to being empathetically present with participants if they 
became distressed and, as noted above, to discuss how they might access assistance if needed.  
As noted in Chapter Four, participants’ home practice was not monitored, that is because 
burden could be generated if home practice was monitored for data collection, hence, no data 
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is collected regarding the number of times that participants listened to each session, home 
practice was encouraged but not requested or expected.  Although participants were told that 
they were free to practice the sessions at home as many times as they wish. This decision, not 
to collect data regarding home practice was based on considerations such as the fact that 
patients with advanced cancer usually have numerous medical appointments, their health 
conditions include fatigue, emotional distress, disability due to the progression of the disease 
and other physical symptoms which affect their capacity to participate in therapeutic 
interventions/treatments at given specific times as it may clash with another medical 
appointment (Breitbart et al., 2015; Henry et al., 2010; Lo et al., 2016). This group may have 
a number of activities that could be new and challenging as a result of living with an incurable 
illness, and if home practice was monitored, doing so would be one more requirement for 
participants added to all the other commitments they already had.  
A further follow up post-intervention data collection point was not conducted as this could be 
inappropriate with this group; for this reason, no follow-up data were available to investigate 
the long-term effects of the intervention. Long follow up data collection with a population 
with an advanced disease would be unrealistic and potentially unethical, as patients with 
advanced cancer may have poor health conditions and further possible health deterioration, it 
was considered inappropriate to collect another round of questionnaires and interviews from 
this group. The decision to forgo collecting follow up data is observed in previous 
mindfulness-based intervention research with a population with chronic disease (Bohlmeijer, 
Prenger, Taal, & Cuijpers, 2010). 
In the current study the number of items in each questionnaire and the interview questions are 
kept short in order to minimise burden to participants, it is recommended that brief interviews 
and questionnaires should be considered when designing a study involving vulnerable 
population, including patients with advanced stage cancer (Cook, 2012). 
5.9 Section Two: Research procedures 
5.9.1 Recruitment		
Permission was gained from the Director of the Oncology Department, Christchurch Public 
Hospital for their Oncology Research Nurse coordinator to identify suitable participants via 
the patient management system in order to generate a list of potential participants who met the 
inclusion criteria (see 5.9.3 below). The Oncology Research Nurse screened potential 
participants for inclusion based on the study’s eligibility criteria, qualifying diagnosis (cancer 
stage III or IV) with an approximate life expectancy of at least four months. 
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I met with the Oncology Research Nurse coordinator a number of times and provided 
advertising study brochures (Appendix M) for display in the Oncology and Haematology 
Departments, and to discuss the recruitment process in detail. Two meetings were organised 
with the Haematology department nurses and the Palliative Care team and myself, in order to 
present the study and establish a connection to facilitate recruitment. During this period, 
potential participants identified by oncologists were referred directly to the Oncology 
Research Nurse coordinator.  
In order to broaden the recruitment and to advertise the study, an additional meeting was 
organised with the Social Support Service/Ministry of Health (Christchurch) coordinator who 
agreed to display an information poster (Appendix N) and brochures (Appendix M) in their 
cancer service department. 
In addition, I met with the Clinical Psychologist of the St. George’s private hospital Cancer 
Care Centre, as well as the Canterbury-West Coast Division of the Cancer Society 
coordinators, in order to explain the study in detail and then to distribute the study’s brochures 
at these localities. All services were based in Christchurch, New Zealand.   
After identifying potential participants who met the inclusion criteria, the Oncology Research 
Nurse coordinator would approach each potential participant, talk to them about the study, 
and give them a study brochure (Appendix M). If potential participants were interested in 
participating, the Oncology Research Nurse would then ask the patients for their permission 
to pass their contact detail to myself who would then contact them via phone to organise a 
meeting. Alternatively, potential participants could initiate contact directly with myself using 
contact details provided in the study’s brochure (Appendix M). As part of the recruitment 
process, I attended the clinic twice a week for an hour across the recruiting period (14 
months).  
In the first contact with potential participants, they were provided a detailed description of the 
study, received an explanation about the confidentiality of the information, the voluntary 
nature of the study and their questions about the study were answered.   
Participants who wished to opt-in, received the study’s Information Sheet (Appendix L) and 
the study’s Consent Form (Appendix G) via post, email or in person (by myself as the 
researcher). Participants were advised to take sufficient time to read the information sheet and 
to make their decision. If no contact had been made within one to two weeks, I followed up 
by phone or email to ask about their interest. 
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Pertinent recruitment data was recorded for all participants: qualifying diagnosis (cancer stage 
III or IV) with an approximate life expectancy of at least four months, date of referral, 
whether they were referred by the Oncology Research Nurse coordinator, self- referred or 
other, date information sheet was sent, and date when each participant consented to 
participate. All participants data was attributed a code to maintain anonymity. 
Once they had consented, participants met with myself to complete the registration form 
(Appendix H). The registration, the pre-intervention semi-structured interview for qualitative 
analysis (Appendix O), and the self-report questionnaires were conducted at the same 
appointment, as noted in Table 5.1 (week two). 
The post-intervention semi-structured interview for qualitative analysis (Appendix P), and the 
self-report questionnaires, noted above, were conducted after the treatment was completed.  
A venue was agreed and date for the first CCM intervention was booked. Participants were 
offered a choice of where to meet for the intervention. The first option was to meet at their 
home, and the second was to meet at the University of Otago Centre for Postgraduate Nursing 
Studies where a private room would be booked. It was considered important to offer setting of 
delivery alternatives to the participants so they could choose between options. In that regard, 
recent studies reported that home-based interventions are tailored to meet individual needs 
and are more suitable for vulnerable populations (Beatty et al., 2017; Zimmermann et al., 
2018).  
5.9.2 Sample		
Participants were adult persons with advanced stage cancer who were interested and able to 
complete the intervention. 
5.9.3 Inclusion	criteria	
I) Adults with a diagnosis of advanced cancer (stage III or IV) 
II) Age > 18 years old, no upper age limit 
III) Have a clear understanding of written and spoken English and be able to attend 
the CCM intervention sessions 
IV) Have an estimated life expectancy of at least four months to enable participation 
and for benefit to be gained from the CCM intervention 
5.9.4 Exclusion	criteria		
I) Currently compromised breathing conditions 
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II) Hospitalization, acute exacerbation of illness 
III) Advanced level of neurological and auditory impairment 
IV) Current acute psychiatric disorders 
The exclusion of those with acute/severe current psychiatric illness in this study was due to 
several reasons: a) those people are likely to require other more appropriate first-line 
treatments prioritized for their condition, b) such an acute state would interfere with their 
ability to fully participate and so benefit from this brief intervention.  Taking this position is 
also consistent with the official standards of practice for MBSR from the Center for 
Mindfulness in Medicine – University of Massachusetts Medical School (USA) (Santorelli, 
2014).   
5.10 Mixed methods study quality procedures 
Rigour in research methods is assessed in distinctive ways due to the characteristics of the 
given methods and designs utilised (Seale, 1997; Whittemore, Chase, & Mandle, 2001). In the 
current study, the Good Reporting of a Mixed Methods Study (GRAMMS) guidelines 
(Cathain et al., 2008) was used to assess considerations to mixed methods rigour and to 
appraise the quality of this study methodology.  
In the current study, I used the following GRAMMS guidelines, focus on reporting quality of 
the study methodology (Cathain et al., 2008): 
• Justify the use of a mixed methods approach to the research question 
• Describe the design of the study in terms of the purpose, priority, and sequence of 
methods 
• Describe sampling, data collection and analysis 
• Describe how integration has occurred, where it has occurred and who has participated 
in it 
• Describe any limitation of one method associated with the presence of the other 
method 
• Describe any insights gained with integrating or mixing methods 
5.11 Development of the CCM intervention 
As detailed in Chapter Four, the CCM intervention was conceived of and its materials adapted 
or developed by myself. The intervention draws on some well-established mindfulness 
strategies adapted for delivery in this brief intervention for adults with advanced cancer. The 
CCM includes four sessions devised to assist participants to learn mindful coping skills, 
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acquire an acceptance stance and reflect about meaning in their lives, through the practice of 
mindfulness, and the practice review for further self-management of the assimilated coping 
skills; with home practice. Similarly to other studies, home practice with the support of 
recorded guidance is encouraged in the current study, usually it is assigned for daily practice 
and throughout the mindfulness exercises, participants are stimulated to bring awareness in 
certain ways to usual life activities (Crane et al., 2017; Kabat-Zinn, 1996, 2004). 
The two initial weeks of the CCM intervention are designed with the focus on training 
mindfulness and acceptance as coping skills to increase participants’ awareness of their 
present moment experiences and acknowledgment of their current situation, overcoming any 
tendency toward avoidance.  
The content of the CCM intervention is similar to the mindfulness-based programs which 
characteristically include three formal practices of mindfulness meditation: the body scan, 
mindful movement and the sitting meditation (Crane et al., 2017; Kabat-Zinn, 1982, 1990). 
Unlike MBSR15, the CCM intervention is composed by four sessions of approximately 20 
minutes each, conducted on a one-to-one basis with myself in presence, once per week, for 
four consecutive weeks. The home practice is not compulsory or monitored and there are no 
yoga postures nor a retreat day of silent mindful practice.  
A more detailed description about the intervention concepts, design, the content of each 
session and rationale for these contents is presented in Chapter Four.  
5.12 Quantitative methods 
Preliminary data about the impact of the CCM intervention was investigated using pre and 
post assessments on the following aspects and measures:   
I) Mindful coping skills, measured by the Mindful Coping Scale – MCS (an adapted 
version) (Appendix Q)   
II) Acceptance stance, measured by the Acceptance and Action Questionnaire-II – AAQ-
II, which assessed whether or not participants had psychological flexibility/acceptance 
(Appendix R) 
III) Meaning in life, measured by the Meaning in Life Questionnaire – MLQ which 
assessed whether or not participants had reflected about the meaning in their lives, the 
                                                      
15 The MBSR is an eight-week course of two and a half hours of mindfulness sessions per week with some yoga 
postures, usually delivered in groups in an allocated place or via video-conference (online courses), and the 




extent to which they had a presence of meaning in life and were searching for meaning 
in life (Appendix S) 
In the current study, the method used for the reliability analysis was Cronbach’s alpha 
(Cronbach, 1951). The Cronbach’s alpha overall reliability of the scales should be about .7 to 
.8 to be considered a good reliability (Kline, 2000).  
Psychometric data are reported separately for each MCS and MLQ subscales as given 
subscales are related to different factors (Cronbach, 1951). 
5.12.1 Quantitative	instruments	and	their	psychometric	properties	
5.12.1.1 The	Mindful	Coping	Scale	–	MCS	
The MCS (Tharaldsen & Bru, 2011) was chosen to investigate whether there were changes in 
participants’ mindful coping skills following CCM intervention.  Permission to use and adapt 
the MCS was granted by the original questionnaire developer, K. B. Tharaldsen (personal 
communication, January 8, 2016). 
Although there are a number of different scales that measure mindfulness16, as Tharaldsen and 
Bru (2011) state, the MCS is the only measure that approaches mindfulness as a way of 
coping or as a “part of the coping process explicitly; that is, linking the general level of 
mindfulness clearly to other well-known coping skills” (Tharaldsen & Bru, 2011, p. 89). 
Mindful coping skills include awareness, noticing the present moment with a non-judgmental 
stance, using people’s senses such as vision, tasting, smelling, touching, and hearing in order 
to assist them to cope with difficult situations in their life, for example, using their hearing by 
listening to something they enjoy. 
The MCS was previously applied for people with mental illness and the authors suggested 
future studies applying the MCS to other populations, as the construct of mindful coping has 
several roles in psychological functioning, its applicability is not restricted to those with 
mental illness (Tharaldsen & Bru, 2011) and for the first time it is used with adults with 
advanced cancer.  
                                                      
16 The Freiburg Mindfulness Inventory (FMI) (Buchheld, Grossman, & Walach, 2001), the Mindful Attention 
Awareness Scale (MAAS) (Brown & Ryan, 2003), the Kentucky Inventory of Mindfulness Skills (KIMS) (Baer, 
Smith, & Allen, 2004), the Toronto Mindfulness Scale (TMS) (Lau et al., 2006), the Five Facet of Mindfulness 
Questionnaire (FFMQ) (Baer et al., 2006), the Cognitive and Affective Mindfulness Scale-Revised (CAMS-R) 
(Feldman, Hayes, Kumar, Greeson, & Laurenceau, 2007), the Southampton Mindfulness Questionnaire (SMQ) 
(Chadwick et al., 2008), and the Philadelphia Mindfulness Scale (PHLMS) (Cardaciotto, Herbert, Forman, 
Moitra, & Farrow, 2008). 
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The original MCS has four subscales assessing four facets of mindful coping: awareness, 
constructive self-distraction, preventing negative emotions and constructive self-assertion 
(Tharaldsen & Bru, 2011). The MCS was adapted for this study with the permission of the 
authors to meet the needs of the advanced cancer sample context. The two aspects of mindful 
coping (awareness and constructive self-distraction) were retained as in the original MCS 
(Tharaldsen & Bru, 2011), and the other two aspects, preventing negative emotions and 
constructive self-assertion, were judged as being less applicable for the current study and 
were dropped to reduce measurement burden and because those aspects are not covered in the 
CCM intervention. Van Dam et al. (2018) stress methodological issues on measuring 
mindfulness and call attention on the precision of the mindfulness measure instruments on 
tracking precisely what elements were presented in the mindfulness-based interventions. In 
the current study, the MCS was considered an appropriate scale which measured the specific 
mindfulness aspects of the CCM intervention, which include the mindful coping skills of 
awareness and the use of the senses as constructive self-distraction.  
The MCS as used here included 13 items: Awareness subscale, six items; Constructive Self-
Distraction subscale, seven items. Each question of the MCS (with both subscales) is to be 
answered on a 5-point Likert scale, ratings ranged from 1 (never/almost never) to 5 (always).  
Psychometric data for the MCS for the whole scale was provided by the original authors who 
reported a solid reliability for measuring mindful coping skill with Cronbach’s alphas ranging 
from .76 to .85 for the different MCS-subscales (Tharaldsen & Bru, 2011). That study, which 
was the only previous study using the MCS, was conducted with 690 students from high 
schools (age range from 16 to 20 years) (Tharaldsen & Bru, 2011).  
5.12.1.1.1 MCS-Awareness	subscale  
Mindful awareness is represented under the skills of taking a non-judgemental stance of life 
circumstances, considering what is actually happening instead of how the person wishes it 
should be, focusing on one thing at the time and creating an inner distance to observe or 
describe the situation being faced (Tharaldsen & Bru, 2011). Each question of the MCS –
awareness subscale is to be answered on a 5-point Likert scale, with ratings ranging from 1 
(never/almost never) to 5 (always). Scores on the MCS-Awareness subscale range from 6 - 
30. In the MCS - Awareness, the high scores represent high levels of mindful awareness and 
the low scores represents low levels of mindful awareness. 
The originators reported high internal consistency for the 6-item MCS- Awareness subscale 
with a Cronbach’s alpha of .83 (Tharaldsen & Bru, 2011), in the current study, the 6-item 
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MCS-Awareness subscale, demonstrated an adequate reliability level, Cronbach’s alpha of 
.62. 
5.12.1.1.2 MCS-CSD	subscale	
The constructive self-distraction is represented under the skills of using the person’s five 
senses to get through difficult moments, as noted earlier. Apart from the five senses, the skill 
of using their imagination to create another emotion is also measured, for example, using 
inner pictures, imagining calming scenes to get through difficult moments. Each question of 
the MCS-CSD subscale is to be answered on a 5-point Likert scale, with ratings ranging from 
1 (never/almost never) to 5 (always). The score for the MCS - CSD subscale range from 7 – 
35, the high scores represents high levels of constructive self-distraction (the use of the above 
mindful coping skills) and low scores represents low levels of constructive self-distraction 
(lower or no use of mindful coping skills).  
The originators reported high internal consistency for the 7-item MCS-CSD subscale (α = .84) 
(Tharaldsen & Bru, 2011), in the current study, the 7-item MCS-CSD demonstrated high 
reliability (α = .80). 
5.12.1.2 The	Acceptance	and	Action	Questionnaire	II	-	AAQ-II		
The AAQ-II (a single questionnaire) includes seven items (Bond et al., 2011), it was chosen to 
investigate whether there were changes in participants’ acceptance stance following CCM 
intervention, as it accesses the skills of having psychological flexibility, which is represented 
under an acceptance stance. Permission to use the above questionnaire was granted by the 
original questionnaire developer, F. W. Bond (personal communication, February 17, 2016). 
The AAQ-II assesses specifically acceptance and experiential avoidance, which are examples 
of psychological flexibility and inflexibility, respectively; they refer to psychological 
positions or way of acting that people assume when find it difficult to face in the present 
moment experiences, and they do not want to think about (Bond et al., 2011).  
Each question of the AAQ-II is to be answered on a 7-point Likert scale with ratings ranging 
from 1 (never true) to 7 (always true), with the rating scores ranging from 7 - 49. One of the 
item of the AAQ-II is: My painful memories prevent me from having a fulfilling life (item 4). 
A high score on the AAQ-II means a low level of acceptance, that is related to poor 
acceptance with experiential avoidance or psychological inflexibility, and the low scores on 
the AAQ-II represents high levels of acceptance or psychological flexibility (Bond et al., 
2011), that participants are closer to acquiring or have potentially acquired an acceptance 
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stance. Mindfulness is directly related to acceptance as it involves acceptance of inner 
experiences in a non-judgmental way, consequently, negative associations between AAQ-II 
scores and mindfulness scales are expected (Baer et al., 2006). 
Several studies reported high reliability scores for the AAQ-II, a study run by the originators, 
with a mean alpha coefficient of .84 across the study’s six samples. Cronbach’s alpha was 
between .78 and .88, and at the three and 12-month test–retest reliability it was .81 and .79, 
respectively (Bond et al., 2011). Then, in a study with 376 adults with mild to moderate levels 
of depression and anxiety, mean age was 42 years (range 18 –73 years) the Cronbach’s alpha 
was α = .85 (Fledderus, Oude Voshaar, Ten Klooster, & Bohlmeijer, 2012), and in a study 
with 1759 Spanish-speaker participants (including undergraduates, general population, and a 
clinical sample), age ranged from 18 to 88 years, the overall Cronbach’s alpha was .91 (Ruiz 
et al., 2016). 
More recently, a study which used the AAQ-II with 274 individuals (Greek speakers, students 
and community sample) divided into clinical and non-clinical groups (age ranged from 12 to 
65 years), the Cronbach’s alpha was of .92 (Karekla & Michaelides, 2017), and in a study 
with 1065 Hungarian-speaking participants (with psychological treatment history and with no 
treatment history) between 18 and 60 years old (average age of 29.6 years), the overall alpha 
was .90 (Eisenbeck & Szabó-Bartha, 2018).  
In a research with patients with advanced cancer where the authors assessed psychological 
inflexibility or difficulty perusing effective behaviour when having unwanted internal 
experiences, the Cronbach’s alpha was of .91 (Mosher et al., 2017), and finally, in the current 
study, the 7-item AAQ-II similarly demonstrated high reliability, Cronbach’s alpha of .91.  
5.12.1.3 Meaning	in	Life	Questionnaire	–	MLQ	
The MLQ includes 10 items (Steger et al., 2006), it was chosen to measure participant’s 
reflections on meaning in their life in the current study, it assesses the presence of, and search 
for meaning in life. Permission to use this scale was granted by the original questionnaire 
developer, M. F. Steger (personal communication, February 16, 2016). 
5.12.1.4 MLQ-Presence	subscale	
Each question of the MLQ-Presence subscale is to be answered on a 7-point Likert scale with 
ratings ranging from 1 (absolutely untrue) to 7 (absolutely true), with possible scores ranging 
from 5-35, one of the items of the MLQ-Presence subscale is: I have a good sense of what 
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makes my life meaningful (item 5). High scores represent high presence of meaning in life 
and the low scores represents low presence of meaning in life or a lack of meaning in life.  
The scale’s authors indicate that validity of the instrument as a measure of meaning in life 
was found by correlating the two MLQ subscales with a multimethod matrix, validity was 
demonstrated across time and informants when compared with two other meaning scales, the 
Satisfaction with Life Scale and The Long-Term Affect Scale used to assess the affective 
component of subjective well-being (Steger et al., 2006). In in the originators’ study, with 400 
Midwestern undergraduate students (average of 21.8 years of age), the alpha coefficient for 
the MLQ-Presence subscale was .81 at time-1, and .86 during time-2, representing good 
internal consistency. Coefficients were considered adequate at one-month test–retest stability 
(α =.70) for the MLQ–Presence showing good internal consistency (Steger et al., 2006).   
Evidence from a number of studies similarly demonstrate good reliability for the MLQ – 
Presence subscale, in a study with 326 South African undergraduate students (average of 21 
years of age) the Cronbach’s alpha was .85 for the MLQ – Presence subscale (Temane, 
Khumalo, & Wissing, 2014), and in a study with 500 web-based Australian participants (age 
between 29 and 60+ years) the Cronbach’s alpha was .88 for the MLQ-Presence subscale 
(Cohen & Cairns, 2012). 
Given issues raised in a study related to potential problems with the reversed Item 9 in the 
MLQ - Presence subscale, researchers suggested that this item should be removed from the 
scale (Schutte, Wissing, Ellis, Jose, & Vella-Brodrick, 2016). In consideration of that 
recommendation, in the current study, sensitivity analyses were conducted in relation to this 
potential problem, using the 5-item original MLQ-Presence (with Item 9 reversed), 
Cronbach’s alpha of .82 indicated excellent reliability, however if Item 9 was removed, the 
Cronbach’s alpha improved to .90.  Given this result and the psychometric issues raised 
earlier about the MLQ (Item 9), all subsequent analysis for the MLQ-Presence subscale 
omitted Item 9. 
5.12.1.5 MLQ-Search	subscale	
Each question of the MLQ-Search subscale is to be answered on a 7-point Likert scale, with 
ratings ranging from 1 (absolutely untrue) to 7 (absolutely true), with possible scores ranging 
from 5-35. One of the items is: I am searching for meaning in my life (Item 10). High scores 
(closer to 35) represents high search for meaning in life, that participants are actively seeking 
meaning in their lives, and low scores represents low search for meaning in life.  
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Previous studies demonstrate good reliability for the MLQ-Search subscale, in the originators’ 
study, with 400 Midwestern undergraduate students (average of 21.8 years of age), the 
Cronbach’s alpha was .84 (Steger et al., 2006) representing good internal consistency. In the 
one-month test–retest stability, alpha was α =.73 considered adequate for the MLQ – Search 
subscale (Steger et al., 2006). In a study with 326 South African undergraduate students 
(average of 21 years of age) the Cronbach’s alpha was .84 for the MLQ-Search subscale 
(Temane et al., 2014), and in a study with 500 web-based Australian participants (age 
between 29 and 60+ years) the Cronbach’s alpha was .90 for the MLQ-Search subscale 
(Cohen & Cairns, 2012). And in the current study, the 5-item MLQ-Search obtained a 
Cronbach’s alpha .86, indicating high internal consistency.  
5.13 Quantitative data analysis 
5.13.1 Statistical	analyses	
Participants’ clinical characteristics, demographics, and questionnaires responses at pre and 
post-intervention were summarised using descriptive statistics. Quantitative data analyses 
were performed using the Statistical Package for the Social Science (SPSS, Version 24.0 for 
Macintosh; IBM Corp). 
Cohen’s d effect sizes are reported with 95% confidence intervals. The level of statistical 
significance was set at p < .05. Correlations were Pearson’s r for normally distributed 
variables and Spearman’s rank order correlation where distributions were skewed.  
T-tests or Mann Whitney U tests were used for between group comparisons (for cancer stages 
III and IV) for normally distributed or skewed distributions respectively. Paired t-tests were 
used to calculate the pre-post change scores for the three scales.  
Both completer and Intention To Treat (ITT) analyses are reported for the pre-post analyses.  
Scores on the self-report questionnaires were standardised to illustrate pre-post change. The 
formula used was: raw score - minimum score / (maximum score - minimum score) x 100.   
Biostatistician advice was sought regarding appropriate analyses for the quantitative aspect of 
this feasibility study. A sample of 20 participants was established as adequate for this study, 
considering dropout rates, this sample size could detect a large effect size (.8 or above), with 
80% power and a p value of <0.05. A sample in the range of 20 to 25 is adequate when 
population effect sizes are likely to be moderate or larger (Hertzog, 2008).   
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With the small sample size, it is acknowledged that it may be unlikely to find statistically 
significant differences on the outcome measures but the study will establish effect sizes.  
In mixed methods research the samples for data collection may not be equal in size, that is 
because in qualitative research, a small sample is considered in order to construct individual 
perspectives, and in quantitative research, a large sample is ideally collected for the purpose 
of generalising the results from the sample to a population, although, as in this study, mixed 
methods studies can have the same sample size for the qualitative and the quantitative strands 
(Creswell, 2015). For the qualitative aspect of the research, it was expected that 20 
participants would generate sufficient data to gain insights into the participants’ experience of 
the CCM intervention. 
5.14 Qualitative Method  
Qualitative method in this research is used to reveal perception explaining how participants 
experienced the CCM intervention, if they noted any changes in the way they were making 
psychological adjustments during the course of the advanced disease after receiving the CCM 
intervention and additionally to encourage reflections about meaning in life when they were 
asked in the interview about what was meaningful or fulfilling to them. The qualitative 
approach in the current study aims to explore participants’ experiences of participating in the 
CCM intervention. The interviews for qualitative analysis offer them an opportunity to 
communicate, demonstrate their beliefs and describe experiences as accurately as possible 
(Kvale, 2007). 
5.14.1 Qualitative	interviews	
Semi-structured interviews for qualitative analysis (one pre and one post-intervention) were 
formulated and applied in order to explore participants’ thoughts related to the research 
topics. Pre and post-intervention interviews prompt sheets were developed for each interview 
(Appendices O and P), and were used as guides during the interview in following the order of 
questions and to ensure coverage of the three topics described previously.   
Qualitative data were collected at two time points: pre-intervention and one-week post-
intervention (see Table 5.1, weeks two and six). 
Participants are encouraged to talk freely at their own pace, but were carefully prompted to 
answer the questions with reference to the specific topics of the current research. In the pre-
intervention first set of questions (the research prompts), participants were asked about 
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support and expectations; the second grouping set of questions were about before and after 
diagnosis, and the third grouping was about meaning in their life. 
The last question in the pre-intervention interview prompt sheet was whether there was 
anything else that participants would like to ask or add. This question allowed them to feel 
free to express anything more that they would like to say and were not asked, or any particular 
concern they might have and would like to include or talk about. This approach is used in 
previous research in the Dignity Psychotherapy protocol where the therapist asks their 
patients if there were other things that they would like to see included in their therapy session, 
anything that they would like to say or to be asked (Chochinov et al., 2005). 
The semi-structured post-intervention interview (Appendix P) was used to explore how 
participants experienced the CCM intervention, if they experienced any changes in their 
thoughts or actions about being mindful or aware of the present moment, and about alterations 
in their meaning or purpose in life.  
After both pre and post-intervention interviews, the CCM participants are thanked for their 
time and comments during the interview. 
Both semi-structured interviews for qualitative data collection (pre and post-intervention) 
were conducted by myself, as the researcher. These interviews are digitally recorded, 
transcribed to written form and codes were attributed to preserve anonymity of the 
participants. 




The method of analysis chosen for identifying items, concepts, patterns, analysing and 
synthesising material (themes) within data, comprises thematic analysis (Braun & Clarke, 
2006).  My theoretical position on thematic analysis is to use this as a realist (pragmatic) 
method to explore the reality of participants, their experiences and meanings. The current 
analysis is also used to produce interpretative analyses within the qualitative aspect of the 
current study (Clarke & Braun, 2013). 
According to Braun and Clarke (2006, p. 81), “thematic analysis can be a method that works 
both to reflect reality and to unpick or unravel the surface of reality.” 
 
 112
Throughout the interviews for qualitative analysis, in order to determine whether there were 
significant changes in outcomes over time, themes and concepts were identified and selected 
by myself (as the researcher). According to the thematic method, researchers play an active 
role in selecting the themes/patterns of interest to respond to the research questions (Taylor & 
Ussher, 2001).  
Decisions to determine what became themes were based on capturing relevant subjects related 
to the overall research question, through assessing relationships between concepts to produce 
the themed analyses. Braun and Clarke (2006, p. 81) state that the researcher’s judgement is 
indispensable to defining themes, the researcher has an active role in reporting through 
analysis and formulation of the “experiences, meanings and the reality of participants.”  
In the current study, some aspects of the data for qualitative analysis were targeted, instead of 
describing in detail the overall data. This is consistent with the theoretical thematic analysis 
chosen to be coherent with how and why the data is coded (Braun & Clarke, 2006). The 
“level” at which themes are to be identified was chosen to be at the semantic/explicit level 
instead of a latent or interpretative level. This is due to the current research questions seeking 
explicit data; the analysis is “not looking for anything beyond what a participant said” (Braun 
& Clarke, 2006, p. 84). 
In order to ensure rigour of the findings and the analysis, in my role as the researcher, I 
maintained a transparent description of actions and observations and reported the steps 
followed during the process of data analysis (Green & Thorogood, 2014; Silver & Lewins, 
2014). For example, during the delivery of the CCM Sessions I asked if participants had any 
questions or comments about the previous session and made notes about participants’ 
comments that emerged before or after practicing each CCM intervention session. 
5.14.2.2 The	thematic	analysis	procedures	
5.14.2.2.1 Data	preparation	procedures	
The interviews for qualitative analysis were digitally recorded and transcribed by a 
confidential audio-transcription assistant who signed a confidentiality agreement form 
(Appendix T) provided by the Centre for Postgraduate Nursing Studies - University of Otago. 
After that, I checked all the transcriptions against the audio recorded interviews. Then, the 
typed transcripts were imported as data files into NVivo software (version 11 for Macintosh), 





Transcripts were analysed by a manual process. I analysed each interview independently, for 
qualitative analysis and for recurring concepts. Then, all data were coded into categories 
(topics/concepts) of intervention. The process of analysing data started when patterns of 
meaning (themes) and issues of possible interest in the data were noted (Braun & Clarke, 
2006) and related to the research question; this occurred during data collection.  Analysis 
“involved a constant moving back and forward between the entire data set” (Braun & Clarke, 
2006, p. 86). 
In order to have guidance during the analysis process and actions to be made, six phases of 
thematic analysis were followed (Braun & Clarke, 2006): 
1. Familiarizing with the data 
2. Generating initial codes 
3. Searching for themes 
4. Reviewing themes 
5. Defining and naming themes 
6. Producing the report 
For coding (second phase), all the different codes identified were sorted into potential 
categories and all the relevant coded data extracts within these, were collated as potential 
themes (third phase) (Braun & Clarke, 2006; Thomas & Harden, 2008).  
Next, the themes were reviewed and refined (fourth phase), extracts of data for each theme 
were considered as to whether they appear to form a consistent (or not) pattern, relationships, 
events, experiences, and items of meaning (Braun & Clarke, 2006). In order to check accurate 
representation, the data set was revised numerous times, then a process of re-coding was 
conducted if additional data was identified within themes that were missed in the previous 
coding stages. Once the refinement process was completed, themes were no longer generated 
so unnecessary refinement was prevented (Braun & Clarke, 2006). 
Then, in order to define and name the themes (fifth phase), I worked on distinguishing the 
import and crux of what each theme expressed (Braun & Clarke, 2006). In this process, sub-
themes were produced and contributed to give structure to large/complex themes and for 
demonstrating the hierarchy of meaning with the data, after further refinement, themes were 
named according to what each theme was about.  Finally, the sixth phase was concluded, it 




In order to expose what the interviews contained, I chose Guest, MacQeen, and Namey’s 
(2012) method as a guide to structure.  In this approach of thematic results, the data is 
presented by high-level themes, also called “uber-themes” or “meta-themes,” followed by the 
subthemes (Guest et al., 2012). This method of presenting the results is compatible with the 
analytic narrative report described in the sixth phase of Braun and Clarke (2006), and fits in 
producing the report. This method is used to enhance transparency on presenting the results 
with a guidance for a well-structured presentation including fundamental steps taken to 
produce a comprehensive description of the analytic process despite the theoretical 
underpinnings of a study (Guest et al., 2012). 
Each high-level theme and subthemes is described along with participants’ quotes as 
examples. Afterwards, responses to the study’s secondary aim were presented according to 
what emerged from the interviews, as part of the qualitative aspect of this research.  
One of the current research’s specific aim was to evaluate qualitatively how participants 
experience the CCM intervention, and participants’ responses to this topic of inquiry are 
presented in Chapter Seven. 
5.15 Mixed methods: Integration of data 
After collecting and analysing the quantitative and qualitative data sets, both are integrated for 
further analysis. The integration of both types of data, in the current study, is in the form of 
merging both data sets according to the convergent parallel design. This differentiate from the 
other mixed methods designs where the integration of data occurs in forms of explaining, 
building, and embedding both data sets (Creswell, 2015). 
To understand the integration of data in mixed methods research, it is central to consider the 
different mixed methods designs which delimitate the timing for data collection and 
integration of quantitative and qualitative data (Creswell & Plano Clark, 2011). 
The timing of mixing methods in this research process occurs after data analysis. Quantitative 
and qualitative data are analysed separately and after that, both data sets are integrated for 
interpretation. There is no sequence of data collection because both types of data are collected 
concurrently; this is compatible with the convergent parallel design that integrates qualitative 
and quantitative data at the stage of data interpretation. The convergent parallel design was 
chosen for its suitability to best respond the current research questions. Although there are six 
different designs in mixed methods research, three are basic designs; a) exploratory sequential 
design, b) convergent parallel design, and c) explanatory sequential design, and three are 
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advanced designs; a) multistage evaluation design b) intervention design, and c) social justice 
or transformative design (Creswell, 2015; Creswell & Plano Clark, 2018).  
The convergent parallel design was considered the most suitable design for the current study 
as the intention in this study is to merge the results of both data sets and compare them in 
order to validate one with the other (Creswell, 2015). Differently from the explanatory 
sequential design where it is intended to use quantitative methods first and then the qualitative 
method uniquely to explain the quantitative results (Creswell, 2015). In the current study, it is 
intended to understand how participants experience the CCM intervention and the context 
behind their experiences, and these are not measurable, so it would not be measured a priori 
and later explained by qualitative approach as aimed by the explanatory sequential design. 
The current study is not suitable to fit in an exploratory sequential design. That is because the 
first aim of the exploratory sequential design is exploring the problem with the qualitative 
approach when the question is unknown. After this exploration, researchers utilise the 
qualitative findings to build a quantitative phase of the research project. This second phase 
involves the design of a measurement instrument or intervention to access the variables. In a 
third phase the measurement instrument or the variables are used in a quantitative data 
collection and analysis (Creswell, 2015). In contrast, in the current study the question is 
acknowledged in advance, so there is no need to explore the problem or to build another 
phase for the project and there was no intention to design any instrument or activity as there 
were existing scales to measure the current study’s variables to respond the research question. 
Then the advanced designs are suitable when additional features are added to the basic design, 
for example, in the intervention designs, after the employment of the convergent parallel 
design the investigator would need to gather qualitative data in some phase during the 
experiment and then integrate it within the experimental trial, this includes another type of 
data integration which is “embedding” one type of data, in this example the qualitative data, 
within the intervention (Creswell, 2015, p. 7). This type of advanced design is not considered 
appropriate for the current research because no extra features are to be added to the current 
design, and collecting data during the experiment would risk bias or the influence of this data 
collection in the middle of the CCM intervention in the current research. 
Moreover, the social justice or transformative design is used when the investigator includes a 
social justice framework in the background of the basic design, for example the convergent 
parallel design (Creswell, 2015), and the multistage evaluation design is utilised in 
longitudinal studies conducted over time with many stages where a central objective is 
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followed by multiple mixed methods studies where a follow up stage is included for 
evaluation of the research program (Creswell, 2015). These two advanced designs were 
considered incompatible with the aims of the current study as no follow up is intended to be 
conducted to avoid burden for the targeted population and no social justice framework 
matches the current research approach.  
In the current study, the first step in data analysis was organising and cleaning of the database 
(Creswell, 2015), in that regard, the qualitative data was inserted in NVivo software (version 
11 for Macintosh) and the quantitative data in the Statistical Package for the Social Science 
(SPSS, Version 24.0 for Macintosh; IBM Corp), then both data are analysed separately. After 
that, both data sets are integrated, common topics from qualitative and quantitative data that 
complemented the findings and results were combined, for example, the participants’ 
responses in the AAQ-II (post-intervention) when they meant that the participant had acquired 
or improved their levels of acceptance stance, this is combined with participants’ responses in 
the interview, when they report what they have noticed about changes in their acceptance 
stance, if they noticed any change.  
5.15.1 Convergent	parallel	mixed	methods	research	design	
The convergent parallel mixed methods approach is used in the current study where both 
quantitative and qualitative data are combined in order to provide a comprehensive analysis of 
the research problem (Creswell, 2014; Creswell & Plano Clark, 2011; Creswell & Plano 
Clark, 2018). This design utilises a variety of individual experiences for validation and/or 
confirmation of the results (Creswell & Plano Clark, 2011).   
The convergent parallel design is chosen to best suit the current study’s purpose, it is 
advantageous for studies when both types of data need to be collected in one visit to the field 
and when there is an equal value for collecting and analysis qualitative and quantitative data 
to better understand the problem (Creswell & Plano Clark, 2011; Creswell & Plano Clark, 
2018). Both forms of data (quantitative and qualitative) are collected in parallel, roughly at 
the same time (questionnaires and interviews are applied in the same session), then data are 
analysed separately and then merged, compared and related for interpretation, this is the 
triangulation of the data. Triangulation (described earlier in this chapter, on page 87), is 
performed for validation and/or confirmation of the merged results (Creswell, 2014; Creswell 
& Plano Clark, 2011). Thus a broader picture is obtained when research questions are 
evaluated via different methodological stances. 
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In the convergent parallel design of the current study, both forms of data are combined with 
and to each topic evaluated in this study, for data interpretation. The three topics, mindful 
coping skills, acceptance stance, and reflections about meaning in life, were compared at 
interpretation as one type of data complement the other providing a wider possibility for 
understanding and explaining the research problem. 
Four steps are followed according to Creswell and Plano Clark (2011, p. 79) model of 
procedures in implementing a convergent parallel study design:  
Step 1: Designing the qualitative and quantitative strands, via stating the research questions 
and determining the qualitative and quantitative approaches. Then collecting these two types 
of data, gaining permissions, identifying the samples, and collecting the open-ended data with 
protocols and the closed-ended data with instruments.  
Step 2: Analysing the two sets of data independently; the quantitative data using descriptive 
and inferential statistics, and effect sizes and the qualitative data using procedures of theme 
development.  
Step 3: Using strategies to merge the two sets of results; by identifying content in both data 
sets and compare, contrast and/or synthesise the results in a discussion or table. Identifying 
differences between the two sets of results based on proportions or dimensions and examine 
the differences, when those exist. 
Step 4: Interpreting the merged results via summarizing and interpreting separate results and 
discussing in what ways results from the two strands of data converge, relate to each other, 
diverge, and to produce a more complete understanding. 
The following diagram was developed to illustrate the current study’s convergent parallel 





Figure 5.1. Diagram for the convergent parallel mixed methods design 
Diagram based on Creswell and Plano Clark (2018, p. 76). 
 
In spite of the advantages and suitability of the convergent parallel design, it is acknowledged 
that some challenges or limitations are expected, according to Creswell and Plano Clark 
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(2011), the effort required from the researcher to collect data concurrently as equal weight is 
typically given to each set of data, and a research team is best suited to address this matter 
with the inclusion of different research members with qualitative and/or quantitative 
expertise, sole researchers can collect limited quantitative and qualitative data, in addition, the 
sole researcher must be able to administer extensive data collection and analysis activities.   
Another challenge is the possibility of obtaining unequal sample size from qualitative and 
quantitative data collection, and in order to merge the two sets of data, researchers need to 
design their study in a way that the qualitative and quantitative data addresses the same 
concepts (Creswell & Plano Clark, 2011). Moreover, in some cases, the collection of 
additional data, as an extra step might be necessary, and this could imply difficulties if the 
contrast of qualitative and quantitative data occurs, and this difference is difficult to be 
resolved, then additional data would provide a better understanding of the contradictions 
(Creswell & Plano Clark, 2011). 
5.15.2 Convergent	data	analysis	
The integration of data and the findings of qualitative and quantitative components is the main 
part of mixed methods research as outlined earlier in Step 3 (Creswell, 2003). In order to 
integrate analyses in the current mixed methods study, the mixed analysis strategy used is 
data comparison, where both qualitative and quantitative data are analysed separately 
followed by comparing findings to corroborate results and assess the data for correspondence 
and/or patterns (Creswell, 2003; Klassen, Creswell, Plano Clark, Smith, & Meissner, 2012).  
The purpose of inquiry in this research is to twofold, a) to measure changes, in other words, to 
measure consequences of the practice of an intervention and testing the treatment effects, and 
b) for purpose of complementary in mixing methods in order to seek a deeper and a more 
comprehensive social and personal understanding of complex phenomenon such as emotions 
and values (Greene, 2007). For example, one of the current research aims (noted earlier in this 
chapter), was to encourage reflections about meaning in participants’ lives via the CCM 
intervention, and semi-structured interviews (qualitative approach) were used to investigate 
what was meaningful in their lives, and if participants have experienced any changes in their 
meaning or purpose in life after they received the intervention. Then a Meaning in Life 
Questionnaire (quantitative approach) was used pre and post-intervention to investigate if 
participants were searching for meaning in their lives or if they had a clear meaning in their 
lives. This questionnaire is objective and does not explore what are the meanings in the 
participants’ lives, but the semi-structure interview was used to gather this information and 
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the context involved in participants’ experiences of what is meaningful to them. Afterwards, 
when analysing data, both were combined in order to present a more complete understanding 
of the phenomena; in the example above, meaning in life. 
The results from both forms of data are merged, and convergence is undertaken to provide a 
comprehensive analysis of the research problem, and the interpretation of the overall results, 
usually forms a robust discussion addressing the aim of the study (Creswell & Plano Clark, 
2011).    
5.16 Trustworthiness 
It is acknowledged that researchers can have an influence on studies’ data generation and data 
analysis (Polit & Beck, 2004; Whitehead, 2007), for this reason, it is recommended that 
researchers regularly reflect on their own beliefs, values and personal life experiences that 
could affect the research process as it is considered important for the credibility of the studies 
(Clarke & Jack, 1998). Reflecting and monitoring all aspects of the research including 
designing, practice, and analysing is considered a significant procedure in qualitative research 
to increase trustworthiness, it is called reflexivity (Braun & Clarke, 2013; Green & 
Thorogood, 2014; Harding, 2013). 
I planned to stay in contact with each participant for approximately six weeks which included 
the time between the pre-intervention interview, then four weeks delivering the intervention 
and the post-intervention interview. In that regard, researchers argue that spending ample 
amount of time in the field contributes to continued engagement with participants (Lincoln & 
Guba, 1985) and to establish credibility of the study findings (Streubert & Carpenter, 2011). 
In order to check the integrity of the data analysis, I maintained regular meetings and 
interaction with my supervisors during the process of data analysis, coding, discussing 
categories, memos and the emerging findings and issues. Such interaction with the research 
team is recommended (Olson, 2011) as it is relevant for trustworthiness of findings, provides 
inputs on data analysis and allow the team to evaluate how the study proceeds (Lincoln & 




 Chapter Six: Results, Sample Characteristics and Pre-Post 
Questionnaires Results 
In this chapter sample characteristics are presented, followed by results of statistical analysis 
of data. 
6.1 Recruitment   
Thirty potential participants were referred to the study and all met the inclusion criteria. Of 
this group, five potential participants declined enrolment (no reasons were asked for or given) 
and another five did not respond to attempts to contact them. In total, 20 participants 
consented to enter the study and completed pre-treatment assessments, and 19/20 completed 
the post-treatment questionnaires. One participant was too ill to complete the post-treatment 
questionnaire although that person expressed a wish to complete the qualitative interviews so 
is included in that aspect of the study. Figure 6.1 illustrates the flow of recruitment and 




Figure 6.1. Enrolment flowchart 
 
6.2 Referral source   
Most of the referrals (85%) came from the Oncology and Haematology Department of 
Christchurch Public Hospital, with 13 referrals (65%) from the designated research nurse and 




























Total referrals (n=30) 
Excluded (n=10) 
¨   Declined to participate (n= 5) 




Received all 4 sessions (n=20)  
Quantitative 
Completed pre-intervention scales (n=20) 
Consented participants (n=20) 
Baseline assessment/registration (n=20) 
Qualitative 
Completed pre-intervention interview (n=20) 
Quantitative 
Completed post-intervention scales (n=19) 
Too ill to complete questionnaires (n=1) 
 
Qualitative 
Completed post-intervention interview (n=20) 
 
 123 
and N) in that department’s waiting room. Other participants were referred from the 
Canterbury-West Coast Division of the Cancer Society or the Cancer Psychological and 
Social Support Service /Ministry of Health.   
6.3 Data collection and settings 
Data collection started in November 2016 and ended in January 2018 (a 14-month period). Due to 
a slow rate of initial referral, ethical approval was sought and given (Appendix J) to broaden the 
inclusion criteria to include patients with cancer stage III, as well as the original inclusion criterion 
of patients with cancer stage IV.   
On the first meeting with potential participants, the process and the purpose of the study were 
clearly explained to them in lay language in order to assist potential participants to make an 
autonomous and informed decision. Time was allowed for consideration of participation and to 
respond to participants’ queries about the study. 
Potential participants were provided with the study’s information sheet (Appendix L) containing 
more detail about the study, and the participants were given time to read and think about the 
information received before making a decision. Allowing time and opportunities for participants 
to ask questions about the clinical trial is considered particularly relevant in research with a 
vulnerable population, and researchers need to ensure that participants comprehends the consent 
information (Cook, 2012; Kuthning & Hundt, 2013). Approximately one to two weeks after they 
received the information about the study, those willing to take part in the study met with myself 
for a second time to give consent.  
All interviews for qualitative analysis were digitally recorded and transcribed to written form. 
There were no technical challenge related to use of the recorder or laptop during the data 
collection for qualitative analysis.  
After receiving the four weeks of the CCM intervention, a meeting was arranged at one week post-
intervention between the participant and myself for completion of the post-intervention 
questionnaires and interview questions.  
6.4 Delivery aspects of assessment and treatment 
All interviews and the CCM intervention sessions/meetings were scheduled for the most 
appropriate date, time and place according to participants’ preferences. The interviews and 
CCM intervention sessions were planned to take place in a comfortable environment and 
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participants were offered options, although they all selected to have the assessment and the 
intervention delivered in their homes.  
6.5 Assessment, treatment, and timeframes 
6.5.1 Assessment		
Twenty participants completed the questionnaires at baseline and 19 completed the 
questionnaires at post-intervention. There were no missing data within completed 
questionnaire booklets. One participant was too ill to compete the written questionnaires. The 
mean completion time for the questionnaire booklet was 6.5 minutes but ranged from three to 
ten minutes. For six participants (30%), the post-CCM assessment timeframe was extended 
due to rescheduling because of medical appointments, scans or treatments (chemotherapy, 
radiation and other types of treatment).  For those six participants, the post–assessment 
occurred between seven to ten weeks, instead of the planned six weeks.  
For the qualitative data collection, the pre-intervention one-to-one interview had a mean 
duration of 52 minutes (range 15-90 minutes). The post-intervention one-to-one interviews 
were shorter, with a mean duration of 35 minutes (range10 to 60 minutes).  
6.5.2 Treatment		
As noted, the intervention was delivered in participants’ homes, however three participants 
were admitted to a hospice for palliative care during the period that they were receiving the 
CCM intervention due to rapid health deterioration. When booking the next session, all three 
participants reported that they would like to finish the treatment and receive the sessions in 
their room in the hospice. With participants’ consent, I have delivered the CCM intervention 
final sessions at their bedside in the hospice.   
As noted in Chapter Five, participants were invited to have a support person with them if they 
wished. Twelve (60%) participants had a support person with them during one or more of the 
CCM Sessions, with 45% of the support people being spouses.  Six (30%) participants had 
their support person present with them during the pre-and/or post-data collection.  
6.5.3 Timeframe	
All participants received the four CCM Sessions as scheduled, with four weekly sessions of 
30 minutes each. The typical meeting duration for each home visit was around 38 minutes. 
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6.6 Characteristics of the sample 
6.6.1 Demographics		
Table 6.1 presents participants’ demographic and cancer characteristics.  
Table 6.1. Participants’ demographic and cancer characteristics 
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The mean age of the sample was 55.60 years (SD = 12.85, range from 32 years old to 78 years 
old). Three quarters of the sample were female. Ethnic identification within the sample was as 
follows: most participants identified as New Zealand (NZ) European (70%), one participant 
as Māori and four participants (20%) of other ethnicity (Non-NZ born European & Middle 
Eastern ethnicities).  
Most (75%) were currently married, with the remainder identifying as widowed (10%), 
separated/divorced (10%) or not in a relationship (5%). Participants’ years of education were 
as follows: half of the sample had tertiary level qualifications, with the remainder mostly 
having secondary school level (up to 13 years of education, 45%) while one participant had 
only completed primary school level (8 years of education). Seventy per cent were not 
currently working, and 30% of the participants were working. 
6.6.2 Type	and	stage	of	cancer		
The current sample was heterogeneous with regard to cancer site, and included advanced 
cancer stages III (30%) or IV (70%). The most common cancer types were bowel cancer 
(20%), breast (15%), and lung (10%). The mean length of time since participants were 
diagnosed was 35.17 months (approximately 3 years), standard deviation (SD) = 61.36 
months ranging from one month to 20 years (see Table 6.1). 
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Participants were asked if they were currently undergoing treatment for their condition and 
65% (n=13) reported that they were currently undergoing cancer-related treatment (see Table 
6.1). These treatments included chemotherapy, radiation for cancer and other types of 
adjunctive treatment.   
6.6.3 Prior	experience	of	mindfulness	meditation	
At baseline, the majority of the participants (85%, n=17) had no prior experience of 
mindfulness meditation, two participants (10%) reported that they had practised mindfulness 
meditation in the past, and one participant (5%) reported practising mindfulness meditation 
currently. 
6.7 Pre-post questionnaires 
Table 6.2 presents the pre and post scores and effect sizes for each of the questionnaire 
variables, reporting both completer and Intention-To-Treat (ITT) analyses. Given only one 
participant did not complete the post-intervention questionnaires, the results for completer and 





Table 6.2. Pre-post effect scores for mindful coping skills, acceptance stance and meaning in life measures following the CCM intervention using completer (n=19) 
and intention to treat analyses (n=20).  
Measure / subscales 
Type of analysis 




Change [CI]  




Acceptance and Action  





20.74 (SD = 10.35) 
20.80 (SD = 10.08) 
 
 
15.16 (SD = 7.03) 
15.50 (SD = 7.02) 
 
 
5.30 (1.59 – 9.01) 
5.30 (1.59 – 9.01) 
 
 
d = 0.75** 





Mindful Coping Scale (MCS)  





17.37 (SD = 4.79) 
17.20 (SD = 4.74) 
 
 
23.47 (SD = 4.46) 
23.01 (SD = 4.83) 
 
 
-5.80 (-8.80 – -2.80) 
-5.80 (-8.80 – -2.80) 
 
 
d = -0.95*** 









16.89 (SD = 6.39) 
17.25 (SD = 6.43) 
 
22.32 (SD = 5.78) 
22.40 (SD = 5.64) 
 
-5.15 (-7.85 – -2.44)  
-5.15 (-7.85 – -2.44) 
 
d = -0.94*** 




Meaning in Life Questionnaire (MLQ) 
MLQ-Presence of meaning subscale 






18.47 (SD = 7.58) 




24.74 (SD = 3.45) 




-6.26 (-9.72 – -2.80) 




d = -0.99** 










13.79 (SD = 7.89) 
13.80 (SD = 7.68) 
 
11.26 (SD = 7.83) 
11.40 (SD = 7.64) 
 
2.40 (-2.32 – 7.12) 
2.40 (-2.32 – 7.12) 
 
d = 0.24 




CCM: Coping with Cancer Mindfully; CI: Confidence Intervals; SD: Standard Deviation; d: Cohen's d effect size; (n=19); ITT: Intention-To-Treat (n=20); *p < .05; **p < 





Pre-post scores and effect sizes for the AAQ-II are presented in Table 6.2. Both pre and post 
AAQ-II scores were skewed, however means and SDs are presented in the table for ease of 
interpretation. Given the skewed distributions though, the pre-post analysis was re-run using 
the Wilcoxon signed-rank test for dependent samples and the results remained statistically 
significant. For the completer analysis, there was a moderate to large effect size (d =.75) pre-
post reduction in AAQ-II scores with a statistical significance level of p > 0.01. 
In the AAQ-II, high scores represent poor acceptance with experiential avoidance or 
psychological inflexibility, so a decrease as found here indicates that participants moved 
closer to acquiring or having potentially acquired an acceptance stance after the CCM 
intervention. An acceptance stance is characterized by psychological flexibility, and/or 
acceptance of life events including unwanted ones, by noticing and embracing them in order 
to clarify personal and meaningful values.  
There was considerable individual variation within the sample, as illustrated in Figure 6.2. 




Figure 6.2. Pre-post scores for the standardized AAQ-II for individual participants.  
 
High AAQ-II scores indicate worse functioning, poor acceptance, or psychological 
inflexibility, so a reduction at post assessment indicates an improvement, an increased 
acceptance stance, characterized by psychological flexibility.  
At post-intervention 63% of the participants had an increased acceptance stance/psychological 
flexibility.   
6.7.2 Mindful	Coping	Scale	–	Awareness	subscale	(MCS-Awareness)	
Pre-post scores and effect sizes for the MCS-Awareness subscale are presented in Table 6.2. 
For the completer analysis, there was a large effect size (d =-0.95) pre-post increase in MCS-
Awareness scores with a statistical significance level of p > 0.001. 
High scores represent an improved level of participants’ mindful awareness, indicating that 
participants were more aware of, or paying more attention to present moment experiences and 
participants moved closer to acquiring or having potentially acquired mindful awareness after 
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AAQ	II	Pre-intervention AAQ	II	Post-intervention-II Pre-intervention AAQ-II Post-intervention 
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There was considerable individual variation within the sample, as illustrated in Figure 6.3. 
Raw scores were converted to standardized scores for ease of interpretation for this figure. 
 
Figure 6.3. Pre-post scores for the standardized MCS-Awareness of individual participants 
 
At post-intervention 74% of the participants increased their mindful coping skill of 
awareness.  
6.7.3 Mindful	Coping	Scale	–	Constructive	Self-Distraction	subscale	(MCS-CSD)		
Pre-post scores and effect sizes for the MCS-CSD are presented in Table 6.2. For the 
completer analysis, there was a large effect size (d=-0.94) pre-post increase in MCS-CSD 
scores with a statistical significance level of p > 0.001. 
High scores represent an improved level of participants’ mindful coping skills, such as using 
their senses (smelling, vision, touching, tasting, hearing) to create new emotions in order to 
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that after the CCM intervention participants potentially became more aware of their senses, 
finding it easier to use them, provide them shift their focus and thereby their emotional state.   
There was considerable individual variation within the sample, as illustrated in Figure 6.4. 
Raw scores were converted to standardized scores for ease of interpretation for this figure.  
 
Figure 6.4. Pre-post scores for the standardized MCS-CSD for individual participants 
 
At post-intervention 79% of the participants increased their mindful coping skill of 
Constructive Self-Distraction.  
6.7.4 Meaning	in	Life	Questionnaire	–	Presence	of	meaning	subscale	(MLQ-	Presence)	
Pre-post scores and effect sizes for the MLQ-Presence are presented in Table 6.2. For the 
completer analysis, there was a moderate to large effect size (d = -0.79) pre-post increase in 
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High scores represent an improved sense of meaning in life, and so an increase as found here 
indicates that participants have potentially reflected about what is meaningful for them and 
increasingly feel that their lives have a valued meaning and purpose.  
There was considerable individual variation within the sample, as illustrated in Figure 6.5. 
Raw scores were converted to standardized scores for ease of interpretation for this figure. 
 
Figure 6.5. Pre-post scores for the standardized MLQ-Presence (with item 9 omitted) for individual 
participants 
 
At post-intervention 89% of the participants increased their presence of meaning in life.  
MLQ-Presence sensitivity analysis: As noted in Chapter Five, given psychometric issues 
raised earlier about item 9 on the MLQ, sensitivity analyses were conducted. Key analyses 
were re-run with and without item 9. There was little difference, with no changes found in the 
level of statistical significance or magnitude of the effect size. Thus, all subsequent analyses 
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Pre-post scores and effect sizes for the MLQ-Search are presented in Table 6.2. Both pre and 
post MLQ-Search scores were skewed; however, means and SDs are presented in Table 6.2. 
for ease of interpretation.  
For the completer analysis, there was a small effect size (d =.24) pre to post reduction in 
MLQ-Search scores which was not statistically significant (p > 0.24). Given the skewed 
distributions though, the pre-post analysis was re-run using the Wilcoxon signed-rank test for 
dependent samples. The results were unchanged, i.e. there was no statistically significant 
difference from pre to post on this subscale.  
A reduction in scores on this scale indicates that participants are less actively exploring or 
seeking meaning in their lives.  
There was considerable individual variation within the sample, as illustrated in Figure 6.6. 
Raw scores were converted to standardized scores for ease of interpretation for this figure. 
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At post-intervention 47% of the participants decreased their search for meaning in life.  
6.7.6 Analysis	of	trajectory	changes	in	the	MLQ	
Unlike the other scales where the clinical implications of the direction of change are clear, 
there are several possible interpretations of a change in MLQ-Search scores in relation to 
participants’ level of search for (and presence of) meaning in life at pre and post-intervention 
assessments. Steger and Shin (2010), the originators of this measurement instrument, 
described the meaning of four possible combinations of high and low MLQ Search and MLQ-
Presence subscales, using a cut-off of 24/35 for each of the search and presence subscales. For 
easy visualization and interpretation of the scores, in the current study, a quadrant model was 
created representing combinations of high and low scores, with each quadrant named 
according to the meaning of the scores (see Table 6.3).   
Table 6.3. Description of MLQ quadrants in relation to participants’ meaning in life 
Quadrant one 
(lost/distressed)  
Low Presence & High Search 
 
Indicates that participants possibly do not feel that their life has a 
valued meaning and they are actively seeking for something or 
someone that will give meaning to their life. 




High Presence & High Search 
 
Indicates that participants feel that their life has a valued meaning, 
yet they are still openly exploring that meaning or purpose. Life’s 
meaning is for them an ever-unfolding and deepening process 
(Steger, 2010).     
Quadrant three 
(demoralised)  
Low Presence & Low Search 
 
Indicates that participants probably do not feel that their life has a 
valued meaning, they are not actively exploring that meaning or 
seeking meaning in their life, and may not find it important to think 
about their life’s meaning (Steger, 2010).     
Quadrant four 
(satisfied/optimistic) 
High Presence & Low Search 
 
Indicates that participants feel that their life has a valued meaning 
and they are not actively exploring or seeking for meaning or 
purpose in their life. This can indicate that participants feel satisfied 
that they have grasped what makes their life meaningful, why they 
are here and what they want to do with their life (Steger, 2010).     
Notes: The original cut-off of 24 was retained for the MLQ-Search subscale with a new cut-off of 19 being used for the 
MLQ-Presence subscale here due to the omission of item 9.  Contents of this table were drawn from Steger (2010), but 
adapted and expanded on for the purpose of this thesis.  
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Given item 9 was deleted from the MLQ-Presence subscale in this study, the cut off was 
recalculated for the 4-item instead of 5-item in the MLQ-Presence subscale. With the new 
possible total of 28 for the 4-item presence subscale, then the proportionate cut off was 19.2 
(68.6% of 28). 
Possible combinations of subscales scores dichotomized at these cut points are described in 
Table 6.3 and the CCM participants’ pre-post-intervention trajectories on the MLQ is 
illustrated in Figure 6.7. In terms of interpretations of it, combinations of high-low subscale 
scores, quadrants one and three are associated with distress and related to having little 
presence of meaning in life however in quadrant one, participants are actively searching for it 
while in quadrant three, participants are feeling demoralised and hopeless so not actively 
searching for meaning. For the other quadrants where participants endorse having meaning of 
life already, searching for meaning or not, could both be conceived as positive, as participants 








Figure 6.7. Scatter plots for participants’ pre-post-intervention trajectories on the Meaning in Life Questionnaire (MLQ)  





Results illustrated in the participants’ pre-post trajectory on the MLQ scatter plots (Figure 
6.7) show that most of the shift between quadrants was from quadrant three (demoralised) at 
baseline (40% of participants), to quadrant four (satisfied/optimistic) at post-CCM (65% of 
participants). This indicates that at baseline, participants were not only with a lack of meaning 
in life, but feeling lost/distressed, demoralised and hopeless. At post-intervention, three of 
those participants had shifted into quadrant four (satisfied/optimistic) with high levels of 
presence of meaning in life and low levels of search for meaning, and in one case the 
participant shifted to quadrant two (open-minded) with high levels of presence of meaning in 
life and high levels of search for meaning. For the other participants, at post-CCM one 
participant remained in quadrant three (demoralised) and three participants were in quadrant 
one (lost/distressed).   
Many of the participants were living with some degree of stress generated by their advanced 
illness. This is indicated at baseline, by participants’ scores on the AAQ-II and in the MLQ. 
Six participants had high scores in the AAQ-II (Figure 6.2,), indicating low psychological 
flexibility, and that the participants were not accepting their current situation.   
6.7.7 Relationship	among	key	variables	
The relationship between variables and how they changed from pre to post-treatment in 
relation to each other was examined in several ways: 1) the correlation between measures at 
pre-treatment; and 2) a matrix scatterplot examination of the relationship of change scores 
between pairs of measures. 
The relationship of age and time since diagnosis variables were examined in relation to the 
key baseline measures using correlations and visual inspection of a scatterplot.  
6.7.7.1 Correlation	of	age	and	the	five	scales/subscales	
The correlation of participants’ age with the key variables were as follows: with AAQ-II 
(acceptance stance) -.12 (p = .60), with MCS-Awareness .23 (p = .32), with MCS - CSD -.01 
(p = .97), with MLQ – Presence was .31 (p = .17), and with MLQ - Search was -.29 (p = .21).  
No relationship was found between participants’ age with any of the five key measures. 
6.7.7.2 Correlation	of	time	since	diagnosis	and	the	five	scales/subscales	
The correlation of time since participants were diagnosed with the key variables were as 
follows: with AAQ-II (acceptance stance) .48 (p = .04), with MCS-Awareness -.26 (p = .92), 
with MCS - CSD .27 (p = .28), with MLQ – Presence .26 (p = .28), and with MLQ - Search -
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.09 (p = .71). There was a significant finding in the longer duration since diagnosis which was 
associated with psychological flexibility and high levels of acceptance (AAQ-II). None of the 
other variables were statistically significant in relation to time since participants were 
diagnosed. 
The correlation for AAQ-II were Spearman’s rho, because it was not normally distributed. 
6.7.7.3 Correlations	between	pre-treatment	variables	
Table 6.4. Pre-treatment correlations among key measures/subscales 





AAQ-II  -     
MCS-Awareness  r = -.32 -    
MCS-CSD  r = -.21 r = .08 -   
MLQ-Search  r = -.25 r = -.17 r = .03 -  
MLQ-Presence2  r = -.51*  r = .40~  r = .45* r = -.12 - 
Notes:  1Spearman’s rho was used for AAQ-II correlations as the AAQ-II distribution was skewed - all other 
correlations were Pearsons’ product moment correlations.  2 In MLQ-Presence, item 9 is omitted for these analyses. 
*Correlation is significant at the 0.05 level (2-tailed), ~ trend level.  
 
At baseline, there was a moderate to strong and statistically significant negative correlation (r 
= -.51) between MLQ-Presence of meaning in life and AAQ-II (acceptance stance), which 
were negatively correlated, indicating that high (better) scores on MLQ- Presence were 
associated with low (better) scores on the AAQ-II (meaning participants had an acceptance 
stance). 
There was a moderate and statistically significant positive correlation (r = .45) between 
MLQ-Presence of meaning in life and MCS-CSD, which were positively correlated, meaning 
that those participants with higher presence of meaning of life also reported using the mindful 
coping skill of constructive self-distraction effectively. 
There was also a moderate and statistically significant positive correlation (r = .40) between 
MLQ-Presence of meaning in life and MCS-Awareness, meaning those participants with 
higher presence of meaning of life were also using the mindful coping skill of awareness, 
paying more attention to their present moment experiences.  
There was a weak negative correlation (r = -.32) between MCS-Awareness and AAQ-II 
(acceptance stance), however this was not statistically significant.  
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The remaining correlations were of very weak linear relationship and not statistically 
significant. 
6.7.7.4 Correlations	between	pre-post	change	scores	for	key	measures/subscales		
The matrix scatterplot below illustrates the change distribution for each variable in the 
diagonal, and illustrates the scatterplot relationships of change between pairs of key 
measures/subscales, with the correlation in the opposing part of the graph (see Figure 6.8).  
 
Figure 6.8. Matrix scatter plot of change among measures post-intervention (Pearson’s correlation)  
 
There was a large and statistically significant positive correlation (r = .60, p = .007) between 
AAQ-II and MLQ-Presence of meaning in life, meaning that those participants who improved 
a lot on one scale also improved a lot on the other. That is, those with a large reduction on the 
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AAQ-II (reduction in AAQ-II scores means improvement in acceptance) endorsed gaining 
more meaning in their lives on the MLQ-Presence subscale. 
There was also a large and statistically significant negative correlation (r = -.52, p = .02 
between AAQ-II and MCS-Awareness, meaning greater change on the AAQ-II (reduction in 
AAQ-II scores means improvement in acceptance) was associated with an increase on the 
MCS-Awareness (paying more attention to present moment experiences). 
There was a large and statistically significant positive correlation (r = .52, p = .02) between 
MCS-CSD and MCS-Awareness subscales, indicating more change on the MCS-CSD 
(greater use of constructive self-distraction as a mindful coping skill) also had a greater 
increase in awareness, for example, they were paying attention to their present moment 
experiences (MCS-Awareness). 
There was a medium to large positive correlation (r = .40) between MCS-Awareness and 
MLQ-Presence of meaning in life. This was only at a trend level (p = .08) however the 
direction of the data again indicated that both measures were changing together in the same 
direction.  
The other correlations were of small magnitude and not statistically significant. 
There was a medium effect size (r = .38) but this was not statistically significant (p = .10).  
6.8 Exploratory analysis: Subgroup analysis by cancer stage (III and IV) 
To determine whether cancer stage affected participants’ responses to the CCM intervention, 
a subgroup analysis was conducted, repeating the baseline and pre-post change analyses. 
There were no statistically significant differences between the stage III (n=6) and stage IV 
(n=14) cancer groups on any scales/subscales at pre-treatment, post-treatment or in pre-post 




Table 6.5. Pre-post effect scores on subgroup analysis by cancer stages (III and IV) for mindful coping skills, acceptance stance and meaning in life measures following 
the CCM intervention using completer analysis (n=19)  
Measure / subscales Pre CCM 
x ̅ (SD) 
Post CCM 
x ̅ (SD) 
Change [CI]  




Acceptance and Action  
Questionnaire II (AAQ II)  
Cancer stage III (n=6) 
Cancer stage IV (n=13) 
 
 
20.66 (SD = 11.00) 
20.76 (SD = 10.50) 
 
 
17.00 (SD = 6.41) 
14.30 (SD = 7.38) 
 
 
3.66 (-4.85 – 12.18) 
6.46 (1.51 – 11.40)* 
 
 
d = 0.53 





Mindful Coping Scale (MCS)  
Awareness subscale  
Cancer stage III (n=6) 
Cancer stage IV (n=13) 
 
 
16.66 (SD = 4.45) 
17.69 (SD = 5.07) 
 
 
23.66 (SD = 5.74) 
23.61 (SD = 4.01) 
 
 
-6.50 (-12.78 – -0.21)* 
-5.92 (-10.05 – -1.79)** 
 
 
d = -1.10 





Constructive Self-distraction subscale 
Cancer stage III (n=6)  
Cancer stage IV (n=13) 
 
17.16 (SD = 8.97) 
16.79 (SD = 5.26) 
 
19.83 (SD = 7.41) 
23.46 (SD = 4.77) 
 
-2.66 (-8.59 – 3.25) 
-6.69 (-10.10 – -3.27)** 
 
d = -0.49 




Meaning in Life Questionnaire (MLQ) 
MLQ-Presence of meaning subscale 
(without Item 9)  
Cancer stage III (n=6) 




16.83 (SD = 7.65) 




24.00 (SD = 3.68) 




-7.16 (-13.91 – -0.41)* 




d = -1.33 






MLQ-Search for meaning  
Cancer stage III (n=6) 
Cancer stage IV (n=13) 
 
13.83 (SD = 7.85) 
13.76 (SD = 8.21) 
 
15.00 (SD = 11.4) 
9.53 (SD = 5.22) 
 
-1.16 (-16.13 – 13.79) 
4.23 (-0.69 – 9.15)* 
 
d = -0.08 




CCM: Coping with Cancer Mindfully; CI: Confidence Intervals; SD: Standard Deviation; d: Cohen's d effect size; *p < .05; **p < .01; ~ trend (p < 1)   
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Despite the small sample sizes, statistically significant pre-post within group differences were 
able to be detected for some measures for each cancer stage group.  
For those with stage IV cancer, large and statistically significant effect sizes were found for 
four of the five measures ranging from AAQ-II (d = .84) to MCS-CSD (d = -1.18). The 
exception was the MLQ-Search subscale which had only a moderate effect size (d = .54, p = 
.09).  
For the stage III cancer group, despite having only six participants, there were two very large 
and statistically significant effect sizes: MLQ-Presence (d = -1.33, p = .04) and the MCS- 
Awareness subscale (d = -1.19, p = .05). The AAQ-II and MCS-CSD subscales had moderate 
pre-post effect sizes and the MLQ-Search change was only small, with none of these latter 
three findings reaching statistical significance.    
Three of the variables used for the stage III and IV cancer groups comparison in Table 6.5 had 
skewed distributions so those analyses were repeated using non-parametric Mann-Whitney U 
test. The results were unchanged in that, there were no significant differences between these 
variables for AAQ-II baseline scores: Stage III median = 16.5, range 15 - 43, Stage IV median 
= 18.5, range 9 - 44, (p = .90); the MLQ-Presence post treatment scores: Stage III median = 
25.5, range 17- 27, Stage IV median = 26.0, range 16 - 28, (p = .47); and MLQ-Presence 
change scores: Stage III median = -4.50, range -19 to -2, Stage IV median = -4.0, range -22.0 





 Chapter Seven: Qualitative Data Analysis – Thematic Analysis 
This chapter presents the qualitative analysis of transcribed pre and post-interviews of 
participants with advanced cancer, who received the CCM intervention focused on mindful 
coping skills, acquiring an acceptance stance and reflecting on meaning in life. This aspect of 
the research addresses one of the specific aims of this study, that is, evaluating qualitatively 
how participants experience the CCM intervention to determine whether there were any 
psychological changes and/or alteration of perspective before and after the intervention that 
would have facilitated better coping or adaptation to their current situation. 
Following Braun and Clarke (2006), as noted in Chapter Five, the thematic analysis process 
and actions were carried out in six phases. In the first phase, data was transcribed from verbal 
data (interviews) into written form, as the transcription was carried out by a third party 
(transcriber), I took time to read and re-read the transcriptions and checked the transcripts 
back against the original audio recordings for accuracy.  
I made notes and observations that consisted of participants’ comments after practising each 
CCM intervention session. Before introducing the next CCM intervention session, I asked if 
participants had any questions or comments about the previous session. These comments were 
noted and included in the data set, as well as notes of participants’ body language and 
gestures used to express the levels of intensity of their emotions and feelings. During the 
selection of the themes, participants’ comments related to each specific selected theme were 
included into the respective theme. 
In the second phase, for coding, the computer software (NVivo, version 11 for Macintosh) 
was used by tagging and naming ranges of text within each data item. After that, all the 
different codes were organized into potential themes and all the important coded data extracts 
within the identified themes were collated, during the third phase (Braun & Clarke, 2006; 
Thomas & Harden, 2008), in other words, differences and similarities between codes were 
sought and then grouped. New groups of codes were created in a hierarchical structure, and 
this process resulted in several layers of codes (total of 64) organised into meta-themes, 
themes, subthemes and categories. 
Then, all the categories, themes, meta-themes and subthemes were reviewed and refined, 
during the fourth phase, as extracts of data for each theme was read and collated and it was 
considered whether they appeared to form a consistent pattern (Braun & Clarke, 2006).   
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The data set was revised numerous times in order to check accurate representation, if the 
themes reflect the meanings evident in the data and to identify potential new themes (Braun & 
Clarke, 2006). Then a process of re-coding was conducted as additional data was found within 
themes that were missed in the previous coding stages. The refinement process stopped when 
nothing substantial was added and themes were no longer being generated (Braun & Clarke, 
2006). 
In the fifth phase, in order to define and name the themes, I worked on distinguishing the 
“essence” of what each theme has as content and defining the aspects of the data each theme 
reveals (Braun & Clarke, 2006). In this process, sub-themes were recognized and contributed 
to giving structure to large/complex themes and to demonstrating the hierarchy of meaning 
with the data. After further refinement, meta-themes, themes and subthemes were named 
according to the content of each theme (Braun & Clarke, 2006). 
As a result, after the two meta-themes, following the themes’ hierarchical order, four themes 
emerged from the data, I) Awareness, Knowing Oneself, II) Acknowledging What Is 
Unwanted, III) Learning What Is Worth It and IV) New Attitudes, Skills and Actions. Then a 
thematic-map was developed, including the two meta-themes, four themes and 20 subthemes, 
and categories which arouse from baseline data (10 categories) and from post-intervention 
data (eight categories). 
Finally, in the sixth phase, I started writing up the thematic analysis in order to produce an 
analytic narrative report (Braun & Clarke, 2006) using Guest, MacQeen and Namey (2012) as 
a guidance for structuring the presentation of the current thematic analysis. 
Participants’ responses to the pre and post-intervention interviews, are summarized, analysed 
thematically and presented next. All participants were given pseudonyms for use in the 
current study to make their responses unidentifiable according to the confidentiality 
agreement noted in Chapter Five.     
To expose what emerged from the interviews, the data is presented by high-level themes (or 
meta-themes) followed by the themes and subthemes (Guest et al., 2012). The categories, 
meta-themes, themes and subthemes are described along with quotations and examples (Guest 
et al., 2012).  
7.1 Participants’ responses to the pre and post-intervention interviews 
All the themes identified can be associated with an overarching concept of Vulnerability in 
which participants fluctuate between two different perspectives of this vulnerability, and this 
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concept is discussed in more detail below in Section 7.2. The concept of Vulnerability became 
clear as a theme after analysis of the first interview, and was communicated by all participants 
after all interviews were analysed. The participants talked about fear and how shocked they 
felt when they were diagnosed, even into the interview period, and revealed several other 
experiences related to the sense of being or feeling vulnerable. Although the word 
vulnerability was not related, it captures the interpretation of the data in a cogent. 
It was apparent that participants transitioned between two states of vulnerability, that of being 
vulnerable with a fighting attitude, defined as Vulnerable in Battle, and being vulnerable in a 
calm manner, defined as Vulnerability in Peace. Four broad themes emerged from 
participants’ transition between these two states of vulnerability, and these themes are 
presented and illustrated as “The Bridge” between the two sides of vulnerability. 
Three thematic diagrams are presented to illustrate the interrelationships between themes that 
form the larger “meta-themes” or high-level themes (Guest et al., 2012), to display the 
participants’ change of perspective, experiences related to their advanced disease and their 
life processes.  
The first thematic diagram (Figure 7.1) shows the conceptualization of the qualitative data 
illustrated in two states of vulnerabilities (meta-themes); which are higher level conceptual 
themes generated, and interpreted by myself as the researcher (Guest et al., 2012). 
Presentation of the relationships among concepts is based on the elements that participants 





Figure 7.1. Participants’ vulnerabilities at baseline and at post-intervention
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The second thematic diagram (Figure 7.2) shows the process by which participants 
transitioned from a position of being vulnerable in battle to reaching the position of being 
vulnerable in peace, and this process as cited earlier is illustrated as “The Bridge” between 






Figure 7.2. The bridge between the two sides of participants’ vulnerabilities 
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The third diagram (Figure 7.3) displays the theoretical process in the participant’s experience 
of the CCM intervention, this diagram represents a typology of participants’ perceptions as 
cited in Figure 5.1 based on Creswell and Plano Clarke (2018, p. 76).  
Although quantifying of findings was not an aim of the study, the number of findings, represents 
the frequency of reports (Guest et al., 2012), and is presented in the diagram to illustrate their 





Figure 7.3. The theoretical process in the participant’s experience of the CCM intervention 




7.2 Vulnerability in Battle (meta-theme)  
This initial meta-theme, titled Vulnerability in Battle, describes how the CCM participants felt 
at baseline. It is acknowledge that within this meta-theme the CCM participants did not sit in 
the same position, rather there were degrees of battling and of vulnerability expressed in the 
findings, and generalization is not intended by the use of the meta-theme’s title. Vulnerability 
in Battle captures their initial position of vulnerability related to their advanced cancer 
diagnosis. This vulnerability meta-theme emerged when they talked in the pre-intervention 
interview about feeling, for example, devastated, frustrated, struggling with independence 
issues, questioning “why,” feeling guilty, not accepting and not wishing to accept their 
advanced cancer condition, but wanting to feel calm, free from anxiety and better cope with 
their current situation. The participants’ inner conflict was therefore themed as Vulnerability 
in Battle. 
 Illustrative quotations from the interviews are provided for each theme presented below. 
Most of the participants reported at baseline to have experienced a Traumatic Diagnosis, in 
the way that they were told they had advanced cancer, and they could never forget the shock 
of the bad news, to the point that initially they were not able to process the information 
received from their oncologists. Most of the participants were also told that their cancer was 
terminal and they had a limited time left to live, so the diagnosis was received as a death 
sentence. The participants’ comments illustrate their feelings of vulnerability at this stage.  
[The doctor] didn’t know when I’d be able to get the operation and then having 
delivered all this at speed … there was not a shred of empathy. He said, 
depending how fast [it will spread] maybe [you have left] about six months or so. 
He was brisk (Alison, pre-intervention).  
[When received the diagnosis] I just cried and cried and cried. Wanted to be on 
my own … when I heard the word “terminal” I thought I could die tomorrow, it 
was very scary (Lindsay, post-intervention).  
All participants were diagnosed with advanced disease, and some, as noted earlier, were told 
that they had little time left. However, a number of participants who were given this news 
have in fact lived for many years after they were diagnosed, with four participants reporting 
that they were diagnosed as terminal 20, 11, nine and eight years ago, respectively.  
During this period of initial Shock, participants felt vulnerable in several ways. They said that 
they felt anxious, guilty (of having caused their cancer, of not having done enough to have a 
healthier lifestyle, of being forgetful) afraid of dying, and uncertain about what will happen to 
them. Some spoke of avoiding unwanted thoughts, explaining that they could not cope. 
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Participants who were living with a terminal diagnosis for a long time were facing 
Uncertainty about the time they had left, about different treatments and which ones to choose, 
about taking or not taking holidays depending on their health conditions, and when to make a 
will, sooner or later. These anxieties all meant that their life had changed drastically, and they 
were having to adapt to what they referred as a “new reality of being sick.” Some participants 
faced Denial in Family Members and Oneself, so they had to handle family conflict as well.    
I’ve [been through] lots of very aggressive treatments, my oldest daughter just 
goes crazy when I [had treatment] so I don’t tell her [anymore] because [she just 
thinks], dumb dad, people die from it! [And I say] so they have … And [people] 
can see at times when you are struggling and you’ve lost weight, so they see it as 
a facade or reality but they don’t see the inner side [of it] which is [me] the 
patient. If they could possibly just step away from that mind-set (Lee, post-
intervention). 
The CCM participants also had to cope with a number of Independence Issues, needing to ask 
for help from family and/or friends in order to be able to do their usual activities.  
Walking has been a big thing for me. Physical stuff [that cannot be done 
anymore]. I do have to learn to slow down and accept [the situation] (Mel, pre-
intervention). 
I pulled over and said [to my husband] you’ll have to drive, I can’t drive any 
more. It was the most extraordinary feeling that there I was, living this apparently 
normal life at the time but I could just feel life draining away (Alison, pre-
intervention). 
When facing so many changes in their life, some participants adopted a Fighting Attitude as a 
result of the Fear and anger, arising from their advanced cancer diagnosis. They felt 
vulnerable under the threat of a life-threatening illness, as if they were “in a battle.”  
[It is] just, basically my desperation to survive. I have cancer and I don’t have a 
future. That’s my first thought of the morning. [Then] I’ve got to spend the day 
trying to snap out of that (Alex, pre-intervention). 
The CCM participants expressed in different ways the sentiment of being vulnerable, and how 
this vulnerability may have influenced in their attitude toward looking for help, such as 
talking with their family, visiting the Cancer Society office, or even making the decision to 
participate in this study, looking for possible new tools to better adapt to their current 
situation.  
Looking for coping strategies or asking for help, as some of them reported, is interpreted in 
the current study as an attitude of initiative: they have asked for help, or accepted some help.  
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Because of taking these initiatives, some of the CCM participants reported that they had 
expectations of feeling emotionally better, and they hoped the CCM intervention would help. 
Others had an open mind in relation to the CCM intervention, with no major expectations, just 
wishing to feel calm with less pressure, with no feeling of fighting against something.  
I want to get rid of this anger (Blair, pre-intervention). 
I wish to stay optimistic until my last day (Robin, pre-intervention). 
I just want to have techniques to help me just accept what’s going on. To accept 
any changes that suddenly happen that I wasn’t expecting (Jo, pre-intervention). 
I’ve got an open mind about it really. I’ll just wait and see what comes (Andrew, 
pre-intervention). 
After receiving the advanced cancer diagnosis, which had placed them in an initial position of 
being vulnerable in battle, participants came into contact with a number of experiences, 
including during the CCM sessions, which involved learning about themselves and acquiring 
other new skills. The process that participants passed through was a transition to another 
position or a state in time, one of feeling vulnerable but in peace, largely by post-intervention. 
This process in the middle of the two positions of vulnerability is discussed later in this 
chapter. 
As participants’ diagnosis and prognosis did not change, they continued to feel insecure about 
their future, but their state of vulnerability was rather different at post-intervention. I 
described this shift as the meta-theme Vulnerability in Peace, in contrast to their initial state 
which was the Vulnerability in Battle. 
7.3 Vulnerability in Peace (meta-theme) 
The meta-theme and state in time of Vulnerability in Peace shows how the majority of the 
CCM participants felt at post-intervention. They indicated that the feeling of vulnerability 
remained with them, they have acknowledged that they still have advanced cancer, they 
remained uncertain about many things, and explained that they cannot change those things 
and/or situations. Nonetheless, they had reached a resolution and transitioned to a place of 
acceptance, reporting that they felt peaceful or tranquil, and their fear had largely dissipated.  
When I first heard about acceptance I can say [that I’ve] ignored it, and then a 
second time around when you came, [I] felt more like I need to accept my 
situation and not ignore it … Accepting it now, feels like a weight that has been 
lifted off my shoulders. Emotionally I feel stronger now. [I] cope much better with 
it (Casey, post-intervention). 
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I am not afraid anymore, I used to be afraid that the next breath would not come, 
and I am not afraid now … I feel very peaceful, not angry or anything like that, 
not worried, even about [my husband], he will be okay (Mel, post-intervention).  
That’s exactly it, [I feel like it] gave me the space, to not to be thinking of what 
shall I do, work and shopping and you know, the normal [everyday life] but [now] 
it's what’s the core things of living (Ashley, post-intervention).  
These findings suggest that participants have transitioned to a position of resolution; they still 
Live With Uncertainty but decidedly and with a distinct mind-set, reported as feeling Peace 
and Calmness, Gratitude, and with appreciation of life. They spoke of the need to be more 
Understanding with Others, reported some Achievements, and planned holidays with the 
important people in their lives making time for what uniquely mattered to each one of them, 
once they knew what mattered. 
Strangely enough because of the questions I listened to [in the CCM intervention 
sessions], I have been reflecting about my job, that it is meaningful for me and I 
made the decision that health permitting I am not going to retire in the near future 
(Alison, post-intervention). 
I think I’m lucky, some people don’t even get to live this long with breast cancer, 
you know. God I’m in my 11th year since I was diagnosed, so (Jude, post-
intervention). 
Participants spoke of being grateful for being alive, for having time left. As they were given a 
poor prognosis (according to the advanced stage of the disease), they were grateful for their 
life and consequently they felt Life Appreciation since they transitioned to this more settled 
internal perspective. They demonstrated having reached a position of resolution, though some 
unresolved issues were reported as they were making progress towards peacefulness, for 
themselves and with others. They reported reconciliations with family members who had 
passed away, with others who were alive, and about other issues apart from their cancer 
diagnosis. 
I have forgiven my brother … [on the other day] during the last session [the CCM 
intervention session], I also pictured my grandparents here with me in spirit, they 
passed many years ago but we were very close and I feel quite emotional [she 
cried], I believe they are here with me right now, helping me going through all of 
it (Charlie, post-intervention).  
It’s helped me to handle things and it’s not just the cancer. In fact, to be honest, 
the cancer has gone, is not a problem to me now, what will be will be with the 




Participants’ feelings of peacefulness or tranquillity despite being still vulnerable, which 
characterise this position of resolution, was also observed and stated frequently by them. They 
related how relaxed and tranquil they felt, especially after practicing the CCM Session One 
(Appendix C). 
The breathing is good, it's just so calming, it just brings me right down and 
relaxes me, and I just feel so much calmer with everything that is going on around 
(Jo, post-intervention). 
 It puts you in that good stillness space, it takes you into mindfulness and that’s 
what you want to achieve so you get rid of all the clutter (Lee, post-intervention). 
In this state of peacefulness and resolution, participants have demonstrated making peace with 
particular things in their lives. As they were feeling calmness, they reported that it was 
possible to make peace with their limitations, with the loss of their independence, and with 
the several undesirable adversities that came into their lives due to the advanced cancer. 
I think it's given me a clearer picture [of] what I need to do for myself. I need to 
learn to put how I feel sort of like aside and to be comfortable asking for help or 
for someone to do something for me. We’ve had some really good one on one 
times with my daughter … we’ve definitely got closer (Gale, post-intervention).  
With acceptance comes forgiveness and either way (Lee, post-intervention).  
I found that nothing is more important than to be positive (Robin, post-
intervention). 
At post-intervention, the CCM participants talked about some Achievements. A couple of 
them got a new puppy, saying that it was something that they always wanted, but have 
decided to get it just a few weeks/days ago.  
Other participants who had not previously told their family or friends about their cancer, had 
now done so, reporting they felt emotional about it and it was a very difficult conversation, 
but they have achieved it. Some participants decided to tell people a bit later, but soon. 
I told my son yesterday about my cancer, because I didn’t want him to hear from 
anyone else and he cried. You know, this 26 years old crying and then, [today] he 
was straight around here after work (Jude, post-intervention). 
I feel very emotional about telling my grandchildren about my cancer, as it is 
terminal and I don’t look sick [so] it is hard for people to understand that, but I 
know I can die soon so [I’ll tell them], I’ve planned this conversation in my mind 
already [she cried for the first time] (Kelly, post-intervention).  
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[I have thought about] key things that I’ve written, I’ve written some of the things 
down after listening to the tapes [the CCM intervention session], a list of things I 
want to do (Blair, post-intervention). 
The participants had achieved a variety of objectives, between hard conversations about their 
cancer, a walk up a mountain, cooking a new dish, or going back to their home town to visit 
their parents, among other things. It is understandable that a great amount of emotional 
strength is required from a person in order to make progress toward achieving things they 
have reported in their interviews, potentially requiring initiative and a certain motivation.  
Most of them had a story to tell about what they had done and how they achieved it. It was 
observed that while talking about it they felt proud of themselves, glad and with a sense of 
empowerment.  
The CCM participants’ state of Vulnerability in Peace is comprehended as a state in time: 
given their current circumstances they would still feel frustrated at times and face 
disappointments, rather than reaching a fixed position of being vulnerable in peace. Apart 
from feeling vulnerable, they made efforts to better cope with their situation and to make 
adaptations to their lives, and the feeling of calmness and sometimes peacefulness facilitated 
by the CCM intervention sessions contributed to participants moving forward with their lives. 
The next themes represent the process/transition which the CCM participants experienced, 
between the two states of vulnerability: being vulnerable in battle and then moving to be 
vulnerable in peace. I call this process “The Bridge.” The CCM participants experienced a 
number of scenarios during this process, but these situations were not experienced in a 
sequential order, and participants oscillated between themes. This process is illustrated in 
Figure 7.2 indicated earlier. 
7.4 Awareness, Knowing Oneself (theme) 
Participants demonstrated valuing the Opportunity to Talk with me and used this opportunity 
to express how they felt and learned about themselves. While they were talking during the 
interviews, they were elaborating their thoughts and when they put those thoughts into words 
they realized a few things that they had not thought about before, not in that way, as they 
related. It was as if they were gaining insights and consequently learning about how they 
handle situations, examining how they coped in the past, learning and increasingly becoming 
more self-aware, that is, knowing oneself. 
Well when we talked, it was like a stream that you clean, get the mud from the 
bottom and see what’s really there and that is what I see … [it was like] a mud 
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cleaner. In these conversations, I was expressing my problems more often (Liam, 
post-intervention).  
I haven’t actually thought about how I coped with this terminal diagnosis until 
now. Then we had that talk about it and I reflected on [how I coped] (Alison, 
post-intervention). 
I think, like talking to you and … I think I’m calmer. I was actually scared of 
dying, and I just sort of, I don’t know it’s really weird, [I feel like] I’m ok now 
(Jude, post-intervention). 
When I got the diagnosis as terminal … I could die tomorrow, it was very scary. 
But I never talk about it. I get very tearful and emotional, it is hard. But sharing is 
good actually (Lindsay, pre-intervention).  
The CCM participants reflected on different aspects of their lives. When asked, they said that 
emotional Support Would Be Helpful, and they recognized that talking to someone, as they 
were doing in the current study’s interviews, would also be helpful, although psychological 
support for facing an incurable cancer was not offered to the majority of participants in this 
study.  
Psychological support would be helpful, I was devastated (Ashley, pre-
intervention).  
There was no support or anything it was just there’s the news [and], goodbye 
(Alison, pre-intervention). 
Support would be good just to put it into perspective. Yeah, I think that would be 
the main thing (Jo, pre-intervention). 
One participant said that she was offered a psychiatrist once she expressed her sadness and 
anger for receiving the advanced cancer diagnosis, but she did not think that psychiatric 
treatment was what she needed as she did not have a psychiatric disorder. 
So [the doctor] left and then the next thing I know I have the psychiatrist, I went, I 
am not depressed.  I said I am angry, so angry because nobody is listening [to 
me] (Jess, pre-intervention). 
Of the 20 participants interviewed, only four reported that they were offered psychological 
support for facing advanced cancer. For two of these participants, the support offered was 
from the local hospice (end of life care), and for one of those participants the support offered 
was the CCM intervention in the current study. In fact, only one participant reported being 
offered psychological support that was not the CCM intervention or end of life care. 
The process of knowing themselves involved participants paying attention to their way of 
being and to their present moment experiences, to their thoughts and feelings from a position 
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of calmness, while being in a safe place, in the comfort of their own homes, sometimes they 
used some of the CCM Sessions to guide them through.  
In this process of knowing themselves they were looking to their inner self. Several 
characteristics of Kindness and Altruism emerged as participants reported discovering that 
Helping Others was something that they liked about themselves and they had no intention of 
changing it. 
I enjoy solving problems and doing things for people (Andrew, pre-intervention). 
I feel I’m here to help people and … being able to provide that kind of support, 
helping others in my work, it’s very rewarding (Alison, post-intervention). 
I thought if someone could benefit from my experience of me participating in a 
study, that would be very good (Ashley, pre-intervention). 
Adopting an attitude of being kind and thinking about the others was volunteered in the 
interviews. Participants brought up this subject when they were talking about general 
situations, for example, how much a family member was important for them, and they wanted 
to help family and friends to understand the participant’s disease, to understand that the 
participants accepted it, and “it was okay” as they related. 
When participants were talking about how they have helped other people, regarding their 
situation and how happy they felt about that, it appeared to elucidate a sense that they could 
still be themselves. They could still maintain their identity by helping other people, and have 
continuity in their relationships with others, despite being sick with an advanced disease. 
It is that, with these sessions [from the CCM intervention], you feel like okay I 
have a purpose in life, I can do things that makes other people happy so you don’t 
feel yourself as a no one (Ashley, post-intervention).  
Participants related that they started to Thinking Before Reacting to situations in their daily 
life, as noted earlier when they were using their breath to help them to stop for a moment. 
Pausing to think before taking actions is part of the experience of being mindful or aware of 
one’s patterns of thoughts. Participants reported paying attention to their way of being, for 
example, I’m always hoping things will come right. I have dark times too but I always come 
out of it thinking, oh that’s stupid just stop thinking like that. I do pull myself out of it (Jess, 
post-intervention). 
Participants demonstrated reflecting on some aspects related to their way of being. This 
included learning about themselves and being aware, focusing on the Present Moment. 
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Participants reported using their mindful breathing to remember to be present. As described in 
Chapter One, mindful breathing is a technique used to ground the person in the present 
moment with awareness of their breath, purposefully paying attention to the breath, on the air 
coming in and out throughout the person’s nostrils. This is one of the mindful coping skills 
taught in the CCM intervention. Once participants are aware of their way of handling 
situations in their daily life, they could think before they would react, and reflect about their 
patterns of thoughts and actions.  
Sometimes I can react a bit with little things, last Saturday something happened, 
and if you take a few breaths, you can step away from it and reflect on it so that is 
useful to me. I mean it is something I’ve been trying to do (Frankie, post-
intervention). 
This quotation exemplified participants’ process of knowing themselves, how they observed 
their own thoughts and way of behaving, and how they achieved further learning about 
themselves using the mindful breathing technique. 
The next extracts from participants’ interviews show how they noted that they were paying 
attention to the Present Moment. At post-intervention they demonstrated awareness of what is 
happening and staying in the moment, potentially embracing good moments or not so good 
moments, just being present. 
My mind doesn’t wander. I’m not like my sister, she’s never aware. She’s always 
away with the fairies. I think I’m aware of what I am doing when I am doing (Jess, 
post-intervention). 
I told [my husband] to wait. Wait until it happens. There’s no point jumping 
ahead too far. Just wait (Kelly, post-intervention).  
Okay I’m alive now, let us enjoy it and then when things will be different you 
know … I am still living well (Ashley, post-intervention). 
Maybe it might be something I don’t want but I can’t do anything to change it. I 
can only do what I can, yeah. Enjoy it while I am still here (Jude, post-
intervention). 
Findings suggest that when the CCM participants learned to notice what is happening in their 
present moment experiences, it exposes all kinds of feelings and beliefs. They noticed the way 
they behave because they paused to observe their actions, to reflect about their patterns of 
thoughts and possibly have developed a way of Awareness, Knowing Oneself . 
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This process of learning about their own way of being, and looking to one’s inner self, might 
have provoked diverse emotions. These include remembering traumatic situations, when 
sadness and some unwanted thoughts have emerged.  
7.5 Acknowledging What Is Unwanted (theme) 
It was not only pleasant moments that came from this process of knowing oneself, as 
participants related reflecting upon something that they did not want to face and 
acknowledging what was unwanted. During the process of observing any kind of thoughts 
that might emerge, participants spoke about other issues arising apart from cancer, and found 
that other things were painful as well. These issues could be overwhelming and sometimes 
participants cried in my presence and reported Crying in their own time when they were by 
themselves. 
Some reported a few traumas, Other Issues Beyond Cancer, and talked about Life Adjustments 
that they had to go through. They reported that they used the mindful breathing learned in the 
CCM Sessions to mindfully manage difficult emotions. 
Um, I cried a lot … I can handle that, [I say to myself] just get rid of it, cause it’s 
not helpful. I just do the deep breathing. Sounds stupid, doesn’t it. It does (Blair, 
post-intervention). 
I put that memories of the abuse away for years and then all of a sudden had it all 
come back to me one day watching TV [I remember]. I’ve blocked a lot of things 
out but … I often wondered if my abuse caused it [my cancer], I was sexually 
abused. That came to my head when they told me what kind of cancer it was and 
that it could come from sexual acts … I did a bit of counselling and stuff and got 
through that abuse but then this cancer happened. So, it brought it up again into 
my mind (Jess, pre-intervention). 
I think my daughter is always slightly under the influence of alcohol, it’s the only 
way she can deal with it, my bloody cancer (Lindsay, post-intervention). 
It [the CCM intervention] has helped me handle the big problem that I have. I felt 
after listening to the acceptance tape that I have got rid of something, not a nice 
memory, I was sexually abused by a priest from my church when I was 14 years 
old, I was just a boy and for a long time, I'd say 60 years I thought that was my 
fault. It was tiring, remembering that I felt drained but it was good after all, I did 
cry [when I remembered that] but I could control with the breathing (Blair, post-
intervention). 
My kids and my wife, we separated about a year and a half ago because it was 
just all too much for them, so there’s more than just cancer, there was a whole lot 
of reasons … being on that journey for so long (Lee, post-intervention). 
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Apart from these other traumas and difficult situations, the advanced disease was an extra 
weight added in the scale of the CCM participants’ life experiences. They demonstrated that 
reflecting about their past since once they were diagnosed, appeared to have put certain things 
in a different perspective. 
The advanced disease made them face Worries of Being a Burden to family and friends. They 
were struggling, thinking about some adjustments they had to make in their lives due to their 
cancer and these Life Adjustments represented to them changes that they were not expecting 
or not wanting to face. They felt as if they were giving a lot of work to their family and 
friends. 
Like one surgeon will say ‘well you won’t be going back to work at all’ then 
someone else will be like, no you’ve got to go back to work. And it’s like well, you 
get stuck and financially it’s like what do you do? It’s kind of hard (Charlie, pre-
intervention). 
I don’t like asking people to do things for me because that’s like my job to do that 
but she didn’t mind. [My sister] said no, that’s fine… (Jess, post-intervention). 
I said to my daughter, I don’t want to be a gibbering, crying mess, you won’t want 
to come and see me if I’m crying and emotional (Mel, pre-intervention). 
These comments demonstrate how participants feel a burden to family members and find it 
difficult having to modify and to adapt to a number of things that were previously going well 
in their lives. They were feeling vulnerable and emotional and at the same time facing all 
kinds of limitations due to the advanced disease.  
Coping skills are needed when people face an incurable cancer, and treatments with side 
effects were frequently reported by the CCM participants as exhausting. They also noted as 
tiring issues the fact that they were not being able to work as usual; financial concerns; 
numerous medical appointments and examinations, scans and blood tests; and constantly 
waiting for results with Uncertainty. 
Participants felt these Life Adjustments were necessary as they had to gain some flexibility, 
due to the feeling of uncertainty. For some it was about living with the awareness that they 
would have to say goodbye to people; any time they saw them could be the last time, and they 
had to live with this insecurity for many months, in some cases for many years. Feeling 




In the process of making adjustments to their life, participants reported extracting some kind 
of strength that they were unaware that they ever had. They lived with constant uncertainty 
and found themselves moving with no fixed direction, but to be able to carry on with their 
lives they felt they had to adapt, yet did not know how to adapt to such a difficult reality.  
We had to change everything really. I’ve sold the business and sold all my shares 
(Andrew, pre-intervention). 
Well [after the diagnosis] I had to decide where to live, what to do, what to cut. 
What was the priority (Liam, pre-intervention). 
Suddenly I think, oh I can’t do this anymore (Kelly, pre-intervention). 
The data suggests that some participants approached the CCM intervention with diverse kinds 
of mind-set. Some responded to their diagnosis by looking for new treatments overseas, or 
spending their energy on trying to get better, or wanting to reach certain goals before their 
death. 
[When I was diagnosed], you think of what’s offered in the way of treatment.  The 
advantages don’t look very good. I took something else when I went to the UK 
that added more to [my cancer treatment].  But that’s experimental and people 
can’t recommend from here.  My daughter in London discovered and found that 
(Liam, pre-intervention). Liam was diagnosed with advanced cancer nine months 
earlier. 
I just want to survive … I just resolved to not accept it and get well (Alex, post-
intervention). Alex was diagnosed with advanced cancer three months earlier.  
Family, friends, I wish they would just hurry up, I wish my daughter would hurry 
up and have babies (Jude, post-intervention). Jude was diagnosed with advanced 
cancer eight months earlier.  
When investigating this group of 20 participants, no patterns were found in participants’ 
reports regarding the time since they were diagnosed and their acceptance of the diagnosis, 
despite some participants having a recent diagnosis and others diagnosed for a longer period 
of time.  
Some other participants accepted that their cancer was advanced and reported acknowledging 
that, and consequently spending their energy in being with their family and friends, thinking 
about how they would like to be remembered and accepting that they could die soon. 
We’re not angry with ourselves or we don’t blame ourselves because we don’t 
think there was anything else we could have done and so it’s just a thing that has 
happened. I feel that I accept that I’m dying (Andrew, post-intervention). Andrew 
was diagnosed with advanced cancer nine months earlier.  
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What will happen, will. How people will remember you when you leave? Even 
though I have the long history with cancer, it's good every now and then to remind 
yourself like what’s the important things in life (Ashley, post-intervention). 
Ashley was diagnosed with advanced cancer 20 years ago.  
Alex and Jude, who had a relatively recent diagnosis (less than one year) were both wishing 
to get better, and Alex did not have an accepting attitude to her diagnosis. However, Andrew 
and Ashley, who had older diagnoses demonstrated having an acceptance stance to their 
situation. 
The lack of patterns in the data suggest that adjustment to the participants’ current situation 
may not be related to the amount of time since they were diagnosed; rather, it may be more 
about what mind-set the person has, so how they see their current situation might be related to 
their particular personality and the way they face difficulties in their lives. The CCM 
participants who had a more optimistic or accepting attitude said that the doctors and 
treatment were good and they felt supported. The ones who were angrier and had a fighting 
attitude would report that the doctors were not sufficiently competent and they received no 
support. 
In the next quotations, there are clear examples of the CCM participants who had a positive 
attitude or an optimistic way of being when facing obstacles, and others who demonstrate 
feeling reluctant to do this or just sad. 
I appreciate all the good people in the world I would say.  You value your life 
more than before.  You don’t take it for granted...  and then you get well again 
because you have this feeling of that you can make it, you know.  It’s your 
optimism! To me nothing is more important than to be more positive, it’s my 
natural way of thinking. What I hear from other people who can’t be positive, 
they’re really in trouble (Robin, post-intervention). 
Yeah, what the hell, you know. Everything was going perfect and then boom…And 
it [the cancer] is still in your body, it honestly sucks. The world sucks (Gale, pre-
intervention). 
What I’m taking is something that is a lot of pain and grief for not a lot of gain 
but some (Liam, pre-intervention). 
Most of the CCM participants showed awareness that they were in a life situation that they 
could not control, that is, they could not change the fact of having a diagnosis of advanced 
cancer. Not being able to control or predict what will happen in the future, or if there will be a 
future, was described as very uncomfortable. This state of being, potentially have made 
participants change. One change related was thinking about time, they had a Different 
Perspective About Time, as participants were aware that they had limited time left. 
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I just thought that you need to live every day as full, to the fullest you can cause 
you can’t take life for granted anymore (Casey, pre-intervention). 
I don’t want to work full time anymore (Frankie, pre-intervention). 
One participant, though, reported avoiding thinking about time and refused to acknowledge 
the diagnosis of advanced disease; in this case no change of perspective or psychological 
flexibility was identified. 
When I [have to] face something that I don’t like I just avoid it, I don’t go for a 
try, I just avoid, that is who I am (Alex, pre-intervention). 
Avoidance was seen as a way of coping, although the few participants who used avoidance 
were very distressed and had an entrenched reluctance to accept their situation, as 
demonstrated at baseline. Alex demonstrated a position of maintaining an inflexible attitude, 
compared to the majority of participants who transitioned to a position of feeling vulnerable 
but accepting and even sometimes feeling a sense of peacefulness. 
The process of reflecting about what is happening in their lives, in their current situation, may 
have led the participants to think about establishing priorities, once they are not able to do all 
the things they did in the past. They reported feeling overloaded and limited in their ability to 
solve problems, and these difficulties led them to make choices of what to do and what not to 
do anymore, what was important and what was not. 
Do what you’ve got to do now rather than try to get the bucket list off now. Even 
though probably I can’t travel as much now. I think I can go to Australia. I doubt 
… yes I will get back to England! (Kelly, post-intervention). 
I think I did that yesterday, found a balance, time for myself and the others (Gale, 
post-intervention). 
I said to him [my partner], this matters to me! I want to do these things 
[travelling] while I don’t have health problems and it doesn’t necessarily mean 
cancer (Alison, post-intervention). 
[I do] not stress about things that I can’t do anything about, [I] just enjoy what 
we’ve got now (Lee, post-intervention). 
For the majority of participants, setting priorities made them think about time from a different 
perspective, leading them to think about what was in their “priority list” as they reported, 
what was worth their limited time or what really mattered to them. They started managing 
their time to give more significance to some things or people and less significance to others. 
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7.6 Learning What Is Worth It (theme) 
At baseline, some of the CCM participants did not know what to respond when they were 
asked about what was fulfilling or meaningful to them; some did not answer the question; 
rather they changed the subject.  
I can’t really think at the moment, these are very hard questions (Gale, pre-
intervention). 
I don’t know.  Perhaps you could tell me the extra things about the meaning of life 
(Liam, pre-intervention). 
From this lack of knowledge about meaningfulness in their lives, I instigated reflections about 
what was fulfilling to them if they had never thought about that before, at least not at that 
moment at baseline. 
Last night I tried to think back in terms of how the meaning in life might have 
changed for me over the years … I used to think, if you’re famous then people will 
remember you. But with the CD [CCM intervention session] and then lots of 
thinking around that, what is it that you actually leave for others? You live with 
your family and you have an impact on them and on your friends or whatever 
other things you did. There’s all those little things that are important, rather than 
this big thing you achieved or the work you have done (Frankie, post-
intervention). 
Other CCM participants reported having a clear idea of what was worth their time, and what 
was meaningful in their lives, for instance, they were very firm in their responses about the 
Importance of Relationships, especially with their family. They constantly said their close 
relationships and Connection with Others as an endless resource of love and support. They 
commented that stuff in general, Material/Money Is Not Important, but the people and Simple 
Things they could experience in life were related as the valuable memories that stayed with 
them and made them smile when they reflect on the past.  
The way they sought to be with others was related as feeling love, caring for each other and 
willingness to protect people’s feelings. Participants said that they did not bother anymore 
with trivial things, because some things were not worth their time. Some reported at post-
intervention to have noticed how much some family members were important to them, also 
how much they loved gardening, or going for walks and lots of other Simple Things in life 
that they found were fulfilling to them. 
It’s just things like as I said to you, walking on grass in bare feet. When you can 
you’ve got to do it (Kelly, post-intervention). 
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I find I have learned there are a lot of good people around. That’s what has 
changed. You appreciate all the good people in the world (Robin, post-
intervention). 
These positive reflections on fulfilling moments may potentially have been catalysts for 
actions as reported below in the theme New Attitudes, Skills, and Actions.  
7.7 New Attitudes, Skills, and Actions (theme)   
In the post-intervention interviews, the CCM participants reported that their changes in 
attitude led to taking actions, and these decisions were often described as simple decisions.   
Many participants spoke about the Family Time that they achieved via planned dinners, time 
outdoors with grandchildren and a range of other activities. Not all participants took actions 
solely in response to the CCM intervention, as some participants reported that they had 
already experienced a Different Perspective About Time and took action immediately after 
they were diagnosed with the advanced disease. 
I see time differently; your priorities may be different. [I’m] dealing with death to 
a degree (Liam, pre-intervention). 
I think that [now] I take more pleasure in small things than before [the diagnosis] 
(Andrew, pre-intervention).  
[I am] making more time for people, and [I am] not working so much (Frankie, 
pre-intervention). 
During the time that they have made to be with their loved ones, the participants made a point 
of being mindful, that is, they were present and not worried about something else. They 
commented that after the diagnosis they thought that they did not have much time left and for 
this reason they experienced more Life Appreciation.  
Similarly, when people confront mortality, as with incurable/advanced cancer, it can prompt 
them to reflect on their life. This may entail that when the cancer is curable, there is less 
impetus for such deep life reflections, as one expects the disease is resolvable. But when it is 
life-threatening (advanced stage), there might be the urgency to address mortality more so. 
At the start when I first got my cancer, I just expected life to carry on the way it 
was and I felt I didn’t really learn the lesson because then, I got secondary cancer 
from it [now advanced cancer] (Darcy, pre-intervention). 
As quoted above, during the delivery of the CCM Sessions, some of the participants said that 
they received their first diagnosis of cancer when it was in earlier stages and after some time 
it became advanced. They appeared to have reflected about their own mortality only when 
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they received the advanced diagnosis. They noticed that they needed to cope with such news 
and in that regard some participants used art for support. Some participants went Back to Art 
and showed me their paintings and drawings and photography that they said they had not 
thought about or created for a long time. They demonstrated finding comfort in the sense of 
“being an artist,” a feeling that they had left behind when first dealing with advanced cancer. 
They were joyful and enthusiastic speaking about art classes and being back to something that 
used to bring them joy. After the CCM intervention Session three, Alex, for example, was 
painting and showed her artwork to me. I observed that she was very contented and proud of 
herself.  
I used to be an artist [before the cancer diagnosis], I just have not painted since 
then (Alex, pre-intervention). 
After listening to the tape [CCM Session], I went to art class the other day and 
um, I went out and bought some more paper and some pens and pencils and 
things and I went through photographs. So that’s one thing I have done, it’s not 
important but that’s important to me (Blair, post-intervention).  
A number of the CCM participants transformed their positive thoughts into actions, they were 
Doing New Things, what they perceived as important to them. 
Today after having discussions with my daughter [we decided that] we’re going 
to go to Venice and Florence in Italy, sorry, and Rome which I know well because 
I used to live in Italy but my daughter doesn’t [know it] at all. That’s what we’re 
going to do (Alison, post-intervention).  
I’m going to walk up the Rapaki [local mountain valley] today! What cancer 
patient walks up the Rapaki? You know, so well, I’m going to do it. It’s not going 
to stop me, that is something that I can do (Charlie, post-intervention).  
I enjoy now the phone calls and even What’s App and Facebook to connect with 
others. I have more time now, I try to do it more, connect with them (Frankie, 
post-intervention). 
I made time to reflect more and also, I cuddle more [now] (Jordan, post-
intervention). 
Participants spoke about acknowledging their cancer diagnosis and many unwanted thoughts, 
perceiving the situations just as they are. As they kept saying, It Is, What It Is. 
I’m just ok now, you know. I haven’t had any major melt downs. Yeah, so I mean, 
what will be will be, won’t it? (Jude, post-intervention). 




I felt like, let’s face it, there is no other way, I still have to accept it and move on. 
And life finds a way, you deal with it and you’ll be all right (Robin, post-
intervention). 
The CCM participants showed having a clear idea of what was worth their time, and they 
were setting and achieving simple goals, acting according to what was important to them. 
7.8 How participants experienced the CCM intervention 
According to what emerged from the interviews/qualitative data, this section explores the 
study’s specific aim, to evaluate qualitatively how participants experienced the CCM 
intervention.  
At post-intervention interview the CCM participants were asked if the intervention was 
helpful to them or not, and if they could explain how it worked out for them. The majority of 
participants described how the mindfulness component of the CCM intervention was useful 
for them and in different ways, and they reported having used the CCM Sessions as a source 
of support. 
Using Mindfulness As Support is exemplified in this section in response to the participants 
experience of the CCM intervention (the four pre-recorded sessions). This subtheme emerged 
as part of participants’ transition between the two states of vulnerability, during the process 
named “The Bridge” (see Figure 7.2). 
For some participants, the CCM intervention sessions helped them to brush away several 
issues in their life. They concluded that the sessions were relaxing to listen to and made them 
reflect about things that they never thought of before, for instance, times that they had been 
courageous in the past. They described the intervention as an interesting “learning curve” 
experience. 
[The CCM intervention sessions] were restful and it has made me think about 
things that just hadn’t occurred to me actually (Alison, post-intervention). 
The lady on the tape [CCM intervention sessions], talked about what actually you 
are thinking. But obviously she words it differently and she’s a lot calmer on the 
tape so you don’t take offence to it (Charlie, post-intervention). 
Many participants experienced the CCM intervention as a positive approach that matched 
their way of thinking when being optimistic.  
Because again like, [when] dealing with cancer or being very sick or [when I] 
can’t move, you need of course to remember your good moments in life … It [the 




I say to my wife when she gets upset: “Hey, be mindful!’’ (Jordan, post-
intervention). 
It worked out really well, even my children noticed, when I get really grumpy … 
[my daughter] the other day said, oh you go listen to the mindfulness mum, when 
is Fernanda coming again? (Darcy, post-intervention). 
[The CCM intervention] was supportive for me because everything, what I heard 
made it even clearer in me that this was the right way of thinking (Robin, post-
intervention). 
Mindfulness was positive in my life, got me thinking (Liam, post-intervention). 
There is a possibility that some of the participants’ optimism influenced the way they have 
experienced the CCM intervention, participants who were optimistic, like Robin, or had a 
positive attitude towards their current situation demonstrated face their adversities with more 
facility when compared to the ones who retain a fighting attitude or psychological 
inflexibility. This kind of optimism might be a characteristic of people’s personality. 
Alternatively, while the majority of participants experienced the CCM as a positive approach, 
one participant found that the intervention was not helpful.  She said that she did not like the 
fact that she would have to accept her diagnosis and was adamant that she would not accept 
that. This participant said that she would prefer to keep avoiding this thought, and she 
experienced the CCM intervention as something that was not helpful for her. 
No, [not helpful] it’s just something I thought I would try as I wanted to do 
meditation, that’s not really something I would have chosen to do … I 
experienced [it] as being a negative reaction (Alex, post-intervention).  
Alex was possibly using avoidance as a defense mechanism, as a way of coping if she was in 
denial, and the intervention had not moved her from this state. In spite of that, Alex 
demonstrated being very true to herself about not wanting to face the diagnosis, and she was 
sincere with myself as well, giving her feedback on her experience of the CCM intervention. 
Alex was thanked, and told that her honest opinion was appreciated. 
One participant responded that he did not know if the CCM intervention itself was helpful or 
whether it was part of a range of factors that added to the whole experience, that is, not only 
having the CCM intervention sessions once a week, but also talking about them with myself, 
his friends and family. He believes that several aspects of his experience when mixed together 
made the whole intervention helpful for him. 
I enjoyed the after, just chatting around it … I felt that not only the mindfulness 
was helpful but also the conversations with you [the researcher] as part of my 
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support team, you, my friends, my family and my doctor, in these conversations I 
was expressing my problems more often (Liam, post-intervention).  
The open access to the CCM intervention sessions, might also have had an impact on the way 
in which this group of participants cope with their advanced disease, as the sessions were 
available in several formats (podcast, CD and memory stick), for them to listen to it at any 
time and location they wished and for the number times they wished.  
A number of participants reported using the CCM intervention sessions as a source of support 
whenever they felt they needed that. They listened to the sessions in the middle of the night if 
they could not sleep and during stressful situations to help them to feel calm. 
I brought the stereo [CD player] here [to the hospice] because I wanted to listen 
to the tape here as it helps me to sleep and [I] feel less anxious. The lady next 
door, I think she is in pain or something, she is a little loud and it is 
uncomfortable to hear her, so I put my headphones on and listen to the tape 
[CCM intervention sessions], then I cannot hear her, it’s nice and calming 
(Jordan, post-intervention). 
 That’s why I like it [the CCM intervention session]. If I’m feeling anxious or if I 
can’t sleep or something I’ll put it on [play the CD] (Darcy, post-intervention). 
Many participants evaluated the CCM intervention as one kind of support available. They 
could be independent, when using the tools, to cope better emotionally with difficult 
situations as they could have the CCM intervention sessions downloaded to their phones for 
whenever and wherever they needed them. As they constantly faced independence issues and 
limitations related to the disease, they felt that the CCM intervention was easy to access and 
made them feel independent in this regard when managing their emotions, knowing that they 
could reach the CD or play the podcast version on their phone or computer to help themselves 
when feeling distressed.  
So I thought, well I’ll take the thing [the CCM intervention sessions in podcast 
format] with me and the headphones when I go to the hospital because I get very 
uptight in the hospital … I get anxiety in hospitals and I have spasm attacks and 
all my muscles go into spasms … [I thought] all I have to take is my phone and 
the headphones … and I went into hospital (Jess, post-intervention).  
Good support there. I have it now so if I get stuck again I’ve got all the tools on 
my phone to listen to … I wanted to say to you that I appreciate you coming all 
your way out here to Rangiora to see me, that has made things a lot easier for me 
as I cannot drive anymore (Gale, post-intervention).  
I say it is so good to have the four sessions you know, just on your iPad and you 
might pick a favourite one [anytime you want to] (Lee, post-intervention).  
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As discussed in Chapter Five, the practice of the CCM intervention sessions was not 
monitored; I was present with all participants for the four CCM intervention sessions in the 
one-to-one meetings when they listened to the sessions for the first time, and after that, I 
suggested that the sessions could be used for home practice at any time during the week 
between each session. The CCM participants were encouraged to practise at home, and it was 
explained to them that the more they listened to the sessions, the more they were training their 
minds to acquire mindful coping skills.  All participants were asked if they had questions 
about the previous sessions, but no specific monitoring or review of practice occurred.  
Nevertheless, participants volunteered information about their practice, between one session 
and the next. Some participants commented that they were listening to the CDs two or three 
times per day on a daily basis, while others would say that they did not have enough time to 
practise as much as they would like but still found the sessions very useful. The fact that the 
participants were not asked if they had done their “homework” on practising the CCM 
Sessions was appreciated, and the duration of the CCM intervention sessions was also viewed 
as satisfactory.  
I was glad that you did not monitor the home practice, I think that I have so many 
things to do between appointments and other things that I did not want to have 
one more thing to worry about, something that I had to do on the top of everything 
I already have. I did practise, in my own time, that was good (Alison, post-
intervention). 
What I like about it [when I practice at home] is that it's got a start and finish 
point so in 20 minutes, it’s just a good length of time (Lee, post-intervention). 
7.9 Conclusion 





Figure 7.4. Results of the qualitative data analysis 
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Overall, results from the thematic analysis of the qualitative data indicate that at baseline 
participants were feeling a range of adverse emotions related to having advanced cancer. 
These emotions included Fear, Shock, Anxiety, Guilt, having a fighting and struggling 
attitude, Avoidance of Unwanted Thoughts and feeling distressed by living with constant 
Uncertainty. This was congruent with the state in time labelled Vulnerability in Battle. At 
post-intervention, most participants reported some Achievements, Resolved Issues and change 
or alteration of perspective, compatible with the state in time labelled as Vulnerability in 
Peace. They had transitioned to a position of still feeling vulnerable, but reported feeling 
calmer, grateful, having an appreciation of life, and taking action, like making time to be with 
the people who were important to them. Although they continued Living with Uncertainty, as 
their cancer diagnosis did not change, this uncertainty was faced by them with greater 
psychological flexibility as they learned to adapt their life to live better with advanced cancer. 
The process by which they transitioned between the two meta-themes, from the position of 
being vulnerable in battle to that of being vulnerable in peace, was represented as “the bridge” 
between these two states where participants experienced changes while receiving the CCM 
intervention. They indicated learning new skills that assisted them to better adjust 
psychologically to their current situation. 
The home-delivery aspect of the CCM intervention was appreciated by the participants, as 
there was no need for them to travel anywhere to reach this type of support. The CCM 
intervention was being used by the majority of the participants as a readily available tool of 
support that made them feel more independent when looking for emotional support. The CCM 
intervention potentially facilitated participants’ process of psychological adaptation and 
coping with the reality of living with an advanced illness.  
In the following chapter, these key findings are combined with the results of the quantitative 
aspect of this research for further discussion. 
7.10 Trustworthiness  
I ensured trustworthiness of the study by conducting the research process with great care and 
discretion, always aware that the participants were a particularly vulnerable population. To 
conduct the study, I contacted the participants over the phone and visited them multiple times, 






 Chapter Eight: Convergent Parallel Mixed Methods Design   
This chapter presents the convergence of the quantitative analyses (Chapter Six) and the 
qualitative data analyses (Chapter Seven). The results are organized, described and presented 
by topics, as suggested by Creswell and Plano Clark (2018, p. 71) for “integration in the 
convergent design.” For the three particular topics of the current research, I) mindful coping 
skills, II) acceptance stance, and III) reflections on meaning in life, the quantitative results are 
presented first, followed by the qualitative results of the same topic (or vice versa), then the 
interpretation of this comparison is made, presenting what was learned from the similarities 
and contradictions of these results. 
These results are presented to address the research question: Do adults with advanced cancer 
who received the CCM intervention, experience better adaptation to and coping with their 
situation, through improved mindful coping skills, developing an acceptance stance and 
reflections on meaning in their life? 
The strategy used for comparing results from both sets of data was the discussion in a side-by-
side comparison allowing triangulation, and interpretation of these converged data. The extent 
to which the findings from both datasets converge and diverge are highlighted and 
conclusions to be drawn (Creswell, 2015; Creswell & Plano Clark, 2011).  By comparing the 
two sets of data, Creswell and Plano Clark (2018, p. 233) suggest that “mixed methods 
researchers should look for how the quantitative and qualitative databases tell different stories 
and to assess whether the statistical results and the qualitative themes are more congruent then 
incongruent.”  
8.1 Mindful coping skills: Integration of quantitative and qualitative data 
The pre-post MCS scores indicated large and statistically significant increases in mindful 
coping skills (Awareness and CSD subscales) for this sample. The qualitative data confirms 
that participants reported improved mindful coping skills and found these skills benefited 
them across different areas of their lives. 
As described in Chapter Six, the MCS – Awareness subscale, indicated that at post-
intervention the majority of participants were more aware of the Present Moment when 
compared with baseline, meaning that they acquired or improved their mindful coping skill of 
awareness, taught throughout the CCM Sessions. That is, they were paying attention or more 
aware of their present moment experiences. This is confirmed by the qualitative data when 
participants expressed that they were learning about themselves, paying attention to their 
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experiences when those were happening, as when they spoke about their experiences of 
having dinner with family, when they were focusing on being present with the family and not 
thinking about something else, they referred to being in the “here and now.” 
I am cooking and baking for them as I feel great, I will do everything I like while I 
am still feeling well, I am enjoying every single moment with them (Kelly, post-
intervention). 
This improvement in their awareness, measured by the MCS was also demonstrated in the 
qualitative data at post-intervention when, for example, the participants said that they were 
pausing to and Thinking Before Reacting emotionally to something. Thus, congruence within 
the data was apparent.  The important concept of awareness is learned in mindfulness training 
- as people start being aware of their own patterns of thoughts, they are able to change their 
way of thinking or behaving. 
Although most of the participants showed an improved level of awareness, the quantitative 
data revealed a small group already possessed awareness of their present moment experiences 
at baseline (see Figure 6.3). The first five participants (illustrated in the Figure 6.3) also 
reported in the baseline interviews that they were aware of their current situation and have 
acknowledged their prognosis, therefore they were living their lives in the Present Moment, as 
they said they did not take time for granted.  
In the MCS – CSD (constructive self-distraction subscale), the quantitative data showed a 
large and statistically significant increase in the pre-post scores (see Figure 6.4). This was 
confirmed in the interviews when participants reported about the mindful coping skills they 
had learned and how they used them in their daily life. For instance, they described how they 
used mindful breathing to control the difficult moments when they felt upset by unwanted 
thoughts, they were in the process of Acknowledging What Is Unwanted. The constructive 
self-distraction skill in this case was to focus on their breathing to redirect their attention, for 
example, via using the sense of hearing their breath and/or the feeling of the air passing 
through their nostrils. Some participants, used both the mindful breathing technique and 
visualization of a calming scene such as the sea.  
For four participants, their improved constructive self-distraction skill measured by the MCS 
was related to their experience with artistic expression, demonstrated in the qualitative data 
when they reported that they went Back to Art (painting or photography). The art stimulated 
their imagination and visualization, they described focusing their attention on the colours they 
could see on their artworks on creating different canvas textures when painting, or the feeling 
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of the pencil or charcoal touching the blank canvas when drawing. This focus on using the 
senses to enjoy the external world or to assist them to cope better with their current situation 
was part of the training for constructive self-distraction skills in the CCM intervention 
Session One (Appendix C).  
Participants also reported in the interviews about going for walks and purposefully being 
aware of the nature around them, looking at the trees, noticing their features and being present 
in the moment during those walks. All these self-constructive distraction skills were 
integrated into their coping skills and strategies for dealing with challenging realities. Several 
participants reported using CSD skills when they went to another medical appointment, or to 
help them in constantly Living with Uncertainty.  
Participants’ awareness of their present moment experiences was extended to their reflections 
about the meaning in their lives and their consciousness of unwanted thoughts. Once they 
were aware of their present moment experiences, they reported noticing unwanted thoughts 
and also noticing what was meaningful or not for them. The association between results from 
quantitative and qualitative data related to participants’ meaning in life and their 
consciousness of unwanted thoughts are presented in more detail later in this chapter. 
8.2 Acceptance stance: Integration of quantitative and qualitative data 
As noted in the results from the quantitative data (Chapter Six), most of the participants 
improved their acceptance stance, as measured by the AAQ-II (see Figure 6.2). This change 
indicated that the majority of participants became more emotionally flexible, and open to new 
ways of thinking. The qualitative data confirms these results for the majority of participants 
with the exception of a few cases.  
The majority of participants who at baseline showed limited psychological flexibility, as 
measured by the AAQ-II, reported in the interviews at post-intervention how much more 
flexible they now were. These comments are associated with their increased acceptance 
stance shown in the quantitative data (see Figure 6.2). At the post-intervention interview, 
most participants acknowledged the things that they could not change, and their need to make 
Life Adjustments in order to keep living with advanced cancer. They also commented that 
they now experienced increased peacefulness, Gratitude, and Life Appreciation. 
There was a subgroup who showed little change in their level of acceptance from pre-post on 
the quantitative AAQ-II data and this was reflected in their interviews as well. For some 
though, this lack of shift was because they were already showing a high level of acceptance at 
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baseline, like Andrew.  This quantitative finding was also seen in Andrew’s interviews as he 
reported having accepted his diagnosis and other aspects of his life at both the baseline 
interview and at post-intervention.   
I feel that I accept that I’m dying (Andrew, pre-intervention). 
(I asked at post-intervention): Can you tell me if you experienced any changes in 
your attitude to acceptance?  
(Andrew, post-intervention): Maybe a bit but then I’ve always accepted the 
cancer and that it is terminal. That’s not been really hard to accept.  Maybe the 
first two days but since then I’ve just accepted that’s what it will be so that hasn’t 
really changed.   
There was also consistency between quantitative and qualitative data for Liam, which shows a 
slightly decreased acceptance stance in post-intervention quantitative data (Figure 6.2). 
Despite the fact that Liam earlier acknowledged his prognosis, at post-intervention he stated 
that he was “not thrilled at having to let go”, validating the minor change in his level of 
acceptance stance. 
There was one case however where there was divergence in quantitative and qualitative data 
regarding the participant’s acceptance stance. Alex, at both pre and post-intervention 
interviews stated clearly that she did not and would not accept her diagnosis. She also 
reported that she found the CCM intervention unhelpful as she did not agree with accepting 
her diagnosis as she just wanted to get better. However, at post-intervention, the AAQ-II 
showed decreased psychological inflexibility (Figure 6.2), meaning that Alex had improved 
her acceptance stance (23% reduction in score) when compared to how she felt at baseline. 
The opposite pattern was observed for several participants at post-intervention where 
quantitative data showed a small deterioration in their level of acceptance stance compared to 
baseline (see Figure 6.2).  
This discrepancy with an evidence acceptance stance in the interviews with an apparent slight 
deterioration for this subgroup at post-intervention could have been influenced by the way 
those particular participants were feeling physically, and consequently emotionally, when 
they responded to the post-intervention questionnaires. In both cases, participants had been 
admitted to the hospice at the time of the post assessment which must have had a profound 
effect on them. Nevertheless, in contrast to the slight worsening of the AAQ-II score, during 
the post-intervention interviews these participants displayed an obvious acceptance stance, 
acknowledging their situation. Mel, who was in the hospice at the post-intervention interview, 
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said that she was feeling very peaceful and not worried, Jordan, who was in the hospice at the 
post-intervention interview, said that now he “accept things and move on more quickly” than 
before as he “have passed the worry and anxiety.”  
The qualitative data of these participants showed that at post-intervention they did not have a 
Fighting Attitude, with their interview data indicating that they were feeling peaceful and 
accepting of their current reality. 
8.3 Reflections about meaning in life: Integration of quantitative and 
qualitative data  
8.3.1 MLQ-Presence	of	meaning	subscale	
As shown in the quantitative data, there was a statistically significant increase in the presence 
of meaning in life measured by the MLQ-Presence from pre-post scores, meaning that 17 of 
19 participants who completed the post-intervention questionnaires increased the presence of 
meaning in their lives. One participant showed a mild decrease in the presence of meaning, 
and one participant stayed the same (Figure 6.5). 
It is evident from Figure 6.5, that the levels of participants’ presence of meaning in life were 
high already at baseline (relative to the low-high cut off of 19, recalculated for this study but 
following the originator’s cut-off formula) and became even higher at post-intervention. 
These results from the quantitative data are consistent with results from the qualitative data. 
In the interviews, the majority of participants at baseline reported having a concise idea of 
what was meaningful to them, with their responses primarily concerning family and friends. 
At post-intervention, their sense of clear purpose and/or meaning in life became even more 
apparent, as they talked in greater detail and with more conviction about the strong and 
supportive connections they had with family and others, and the Simple Things in their lives 
that made them feel content.  
In the quantitative data, three participants were exceptions, as their scores indicated very low 
or no presence of meaning in life at baseline, however they demonstrated a substantial 
increased presence of meaning in life at post-intervention (Figure 6.5). This improvement on 
the MLQ-Presence subscale for these three participants is reflected in the qualitative data. 
These participants reported at the post-intervention interview that they were clearer in their 
minds as to what was meaningful to them compared to their baseline interviews when they 
had to think for a while, with two not knowing what to say when they were asked what was 
considered meaningful to them. Quotations from this group of participants illustrate this 
difference between pre and post-intervention interviews. 
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I do not know [what is meaningful to me] … I am not good with putting words 
down of how I feel (Jess, pre-intervention).  
My health at the moment [is meaningful to me] and like Dave, my son (Jess, post-
intervention). 
At the moment, no, I don't know what is meaningful to me (Gale, pre-intervention).   
Well family [is meaningful to me], we’ve definitely got a lot closer … it was sort 
of like a wakeup call for everybody. Yeah, I definitely think that’s what’s 
happened without a doubt (Gale, post-intervention). 
Lee was one of the three participants noted above who demonstrated having a very large 
increase in the presence of meaning when the pre-and post-intervention MLQ-Presence 
results were compared (Figure 6.5), but in contrast to Gale and Jess, in the qualitative data 
Lee stated that his meaning in life was just reinforced by the CCM intervention, and he did 
not notice any huge difference. 
(I asked at post-intervention): Can you tell me if you have experienced any 
changes about your meaning or purpose in life? 
(Lee, post-intervention): No because it's just reinforced it.  It's just totally 
anything like, this [CCM program] is just so good about your meaning and 
purpose for life. 
In the post-intervention interview, it was evident that Lee had reflected a lot about many 
aspects of his life. He talked about his family and the meaning of his diagnosis to them and to 
himself, and how he believed that everything was changing all the time in the “atmosphere” 
around him; he said that, depending on the moment he would feel differently about what was 
meaningful to him.  
Your environment is changing every day, your family situations, everything is 
changing all the time, … all those changes depending on where you are with your 
diagnosis, [for example] if you are having a bad day or whatever, then that part 
of your purpose in life might come up more, whereas if you are just [meditating] 
for the relaxation and the mindfulness, then you might not need that part of it [the 
meaning in life], if that makes sense (Lee, post-intervention). 
Despite the quantitative improvement in presence of meaning in life for Lee between pre- and 
post-intervention, what he explained clearly in the quotation above was his oscillation in 
sense of meaning in life related to how he feels at different times.  
8.3.2 The	MLQ–Search	for	meaning	in	life	subscale 
Ten participants showed decreased search for meaning in life on the MLQ–Search subscale, 
as indicated in the quantitative data (Figure 6.6), when compared pre-post-intervention. All 
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these participants had increased their presence of meaning in life at post-intervention in the 
quantitative data. This finding suggests that having found an increased sense of meaning, they 
no longer need to keep looking. These results are consistent with what these participants 
reported in the post-intervention interviews about making time to be with family and friends 
and being in a position of resolution. At post-intervention, they did not demonstrate searching 
for anything else that could be meaningful in their lives as they were clear about the 
meaningful people/events in their lives, and how much they started to appreciate their time 
and life per se. They also achieved a few new things that were considered meaningful to 
them, as indicated in the qualitative data; there were no expressions of doubts or a sense of 
continuous searching for meaning in life in this group of 10 participants.  
Six participants showed increased search for meaning on the MLQ-Search subscale at post-
intervention (Figure 6.6). Of these six, five who at post-intervention were searching for 
meaning in life had also increased their presence of meaning in life, as demonstrated in the 
qualitative data. Although they had a clear idea of what was meaningful in their lives, 
according to the originators of the MLQ (Steger et al., 2006), such scores of increased 
presence and search for meaning are interpreted as someone openly exploring meaning or 
purpose in life, someone who is emotionally stable and who is open to new experiences.  
The search for meaning in life was not specifically asked about in the interviews, as the aim 
of the current study in relation to this topic, was to encourage participants to reflect about 
meaning in their lives. For this reason, there is little qualitative data specifically related to 
participants’ search for meaning and therefore, no systematic comparison with the results 
from the quantitative MLQ was made. In the qualitative data, there was no clear indication 
though of a continuous search for meaning, although some of these participants demonstrated 
being open to new experiences, and this could be related to their scoring in the MLQ as an 
“open-minded” kind of person (Steger et al., 2006). The following quotations illustrate this 
finding.  
(I asked the participants at pre-intervention interview): So could you tell me what 
do you wish to accomplish or achieve with this mindfulness training? 
(Andrew, participant 01 in Figure 6.6): I’ve got an open mind about it really.  I 
[will] just wait and see what comes. 
(Liam, participant 02 in Figure 6.6): I’m just curious to see what it is. 
Lastly, there is the group of three participants (Alex, Ashley, and Blair) who showed in the 
quantitative data having maintained the same low level of search for meaning from pre-to 
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post-intervention, though the presence of meaning in their life had increased (see Figure 6.5). 
In the pre-post-interviews, these participants reported they were not actively searching for 
anything that could be meaningful for them, because they had a sense of what was significant 
in their lives at baseline, and this sense of meaning was just reinforced or had increased at 
post-intervention. They were all firm in their conviction that their close family was most 
significant in their lives.  
An alternative way of interpreting the meaning in life component of the results is by 
integrating the two subscales of the MLQ (the presence of meaning with the search for 
meaning) and analyzing the results from the whole scale. These results were interpreted and 
presented in Chapter Six, based on participants’ pre-post-intervention trajectories on the 
MLQ, illustrated in the scatter plots (Figure 6.7). In this interpretation of the whole scale, the 
majority of participants demonstrated having transitioned from a position of being 
demoralised (quadrant three) to a position of being satisfied/optimistic about their meaning 
and purpose in life (quadrant four). This finding is confirmed by the qualitative data when this 
group of participants at post-intervention were satisfied that they have valued meaning in their 
lives. They reported living their lives with a different perspective about time, with other 
priorities, and valuing the presence of some people in their lives instead of things.    
In relation to the participants who were demoralised at baseline, the qualitative data 
demonstrated clearly how distressed they were, and several had not identified what was 
important when thinking about their life’s meaning. They felt angry, having a Fighting 
Attitude, wishing that things were different, and not acknowledging their diagnosis. Their 
sadness was also demonstrated in the moments when they talked about unwanted thoughts, 
and how difficult it was for them to experience so many changes in their daily life due to the 
advanced cancer diagnosis.  
One participant, (Lee, participant 20) however despite his MLQ scores placing him in the 
demoralised quadrant at baseline, he did not demonstrate these emotions or distress when he 
was asked about his meaning in life in the interviews. In fact, Lee reported accepting his 
current condition, and did not show extreme sadness or convey that his life did not have a 
valued meaning. In other words, he demonstrated being resigned and in a neutral position. 




(I asked Lee at post-intervention interview): Those questions about what’s 
important and meaningful for you, was that possible for you to respond in your 
mind, when you were listening to the sessions? 
(Lee): Well I suppose [in] my situation, I don’t really search for those, I don’t 
because I’m living in the present [moment]. 
As Lee was not searching for meaning at post-intervention, no further analysis related to this 
topic was conducted. 
Pre-post increases in participants’ reflections about meaning in life were correlated with their 
increased awareness. That is because, becoming more aware of the present moment 
experiences then enables people to become more aware of other things, including the way 
they think and their perspectives; through this increased awareness, they come to notice what 
is meaningful to them because they are purposefully paying attention to what and how they 
are living. That happened to several of the CCM participants, for example, at baseline, four 
participants were searching for meaning in life (see Figure 6.6) and scored low in the MLQ-
Presence subscale (see Figure 6.5), then at post-intervention it was possible to identify the 
correlation between these participants’ increased awareness (Figure 6.3) and their sense of 
meaning in life, with high scores in the MLQ-Presence, (see Figure 6.5). This change is 
confirmed in their responses in the qualitative data, they talked in the post-intervention 
interview about being conscious of what was worth their time, and demonstrated being aware 
of what was important and meaningful in their lives, despite the constant uncertainty of living 
with advanced cancer.  
In summary, the large and statistically significant improvement in meaning of life found in 
the quantitative data was confirmed within the qualitative data. For the small number of 
participants who had only a vague idea or did not know what was meaningful to them at 
baseline, there was a substantial change at post-intervention when they reported a well-
defined purpose in life. 
The most noted content of meaning in life was participants’ solid and caring connection with 
family members and Simple Things in their lives, like gardening and travelling.  
Results from the quantitative analysis indicated that most participants lessened their search for 
meaning in their lives once their presence of meaning had increased.  
The qualitative analysis indicated that participants at post-intervention had an increased focus 
on actively pursuing meaningful activities for them, particularly being with the significant 
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people in their lives. Participants’ increased reflections about their meaning in life measured 
quantitatively were validated by their reported experiences. 
No qualitative data was intentionally collected to analyse the search for meaning in 
participants’ lives as a separate topic, so any possible difference between the quantitative and 
qualitative data in this respect could not be investigated.  












8.4 To what extent did learning mindful coping skills influence 
participants’ adaptation to facing advanced cancer? Integration of 
quantitative and qualitative data 
Once it was possible to evaluate if this group of adults with advanced cancer improved their 
mindful coping skills (see section 8.1), acceptance stance (section 8.2) and reflections about 
meaning in their lives (section 8.3), the next exploratory and convergent question is: To what 
extent did learning the mindful coping skills above, taught in the CCM intervention, influence 
participants adaptation to facing advanced cancer? This section compares qualitative and 
quantitative data sets to address the convergent research question. 
Post-intervention quantitative data showed large improvements for the sample as a whole on 
four of the five scales /subscales that measure mindful coping skills. Their scores indicated 
that they had developed greater psychological flexibility and acceptance, improved ability to 
be aware of their present moment experiences, to use constructive self-distraction and with an 
improved sense of satisfaction and optimism about their meaning and purpose in life. 
Considered in total, these changes endorsed by participants suggest that they had developed 
necessary mindful coping skills (awareness and CSD) and change in psychological stance 
(acceptance stance and presence of meaning in life) for better psychological adaptation to face 
the disease course.   
The qualitative data are consistent with those quantitative findings, with numerous examples 
given of the application of the new mindful coping skills with positive benefits in their life.  
For example, participants’ improved mindful coping skills were used for coping with difficult 
situations, for instance, taking a deep breath before reacting to certain events.  
The acceptance, initially I thought the exercise was a bit strange because it was 
general. It was just about accept and let go, but of what? As it was open, you can 
fill that space yourself. Now, when the neighbour’s dog barks madly, I do a bit of 
breathing, go for a walk, accept and let it go (Frankie at post-intervention). 
Participants’ increased meaning in life capacity (measured by the MLQ subscales) was 
demonstrated to have influenced their way of handling possible arguments with awareness of 
what is important for them when they were facing challenging discussions, for instance with 
family members. 
With Megan, I don’t know what to do. Actually, it’s not up to me, I’m not her 
parent, I’m her grandparent (Blair at post-intervention). 
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I said to Paul [husband], this matters to me. I want to travel and do these things 
while I don’t have health problems and it doesn’t necessarily mean cancer 
(Alison at post-intervention). 
Participants’ enhanced or acquired acceptance stance, measured by the AAQ-II, had 
potentially impacted the way in which they deal with their diagnosis of advanced cancer and 
other possible concerns in their daily life. Their increased acceptance appeared to have 
facilitated psychological flexibility or adaptation in the ways they experienced these issues.     
Like acceptance of my state of having cancer, it’s something I can’t change, it’s 
something I have to live with, adapt to. I had probably already moved past that 
point of being a little bit in denial or angry about it (Frankie at post-intervention). 
Actually, I think that yesterday [I] found a balance [between] time for myself and 
the others (Gale at post-intervention). 
I definitely worried all the time about what [will] happen in the future for my 
daughter or my husband but then I say; okay, if we are together having dinner I 
will enjoy having dinner together and then when things change, we will deal with 
it, when it happens [not now] (Ashley at post-intervention). 
Aside from learning the mindful coping skills during the program, participants’ perception of 
the CCM intervention as a helpful and supportive resource that they could continue to use in 
future whenever they wished to, may also have influenced better psychological adaptation.  
Participants’ comments, quoted in Chapter Seven, illustrated that they had adapted their daily 
life activities to include what they discovered to be meaningful to them, for instance, making 
a priority of spending more time with their family, or going for a mindful walk. This 
psychological adaptation to cope with their current situation was mirrored in the results from 
the quantitative data in several areas. For example, the participants’ improved level of 
psychological flexibility (acceptance stance) measured by the AAQ-II has potentially added a 
better understanding of what they can do to improve their quality of life despite having 
advanced cancer, as they reported focusing on what they can do instead of what they cannot 
do. In gaining such flexibility, they can adapt according to a new or just different lifestyle 
choosing more passive activities that require less effort. 
The participants’ post-intervention improved or acquired mindful coping skills, measured by 
the MCS (awareness and CSD subscales), appear likely to have contributed to their 
psychological adaptation to living with the mental challenges of having advanced cancer. At 
baseline several of them reported feeling sad and not knowing what was meaningful in their 
lives. In order to adapt and cope with the disease’s symptoms and its effects on their mental 
health, many participants reported being very aware of learning to appreciate the beauty of 
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nature when they go outdoors, or valuing the presence of a friend or family member in 
difficult times.  Their mindful coping skills, such as awareness, were demonstrated in several 
ways: they became aware of what was now a priority in their lives, what was worth their time, 
and on enjoying experiences such as art described in the qualitative data as meaningful to 
them. As such, these qualitative findings suggest that their improved coping skills influenced 
their psychological adaptation to managing the constant challenges of their illness.   
The convergence of the quantitative and qualitative data generated merged results (Creswell 
& Plano Clark, 2011), and these are presented in the next section. 
8.5 Participants feeling distressed at baseline: integration of quantitative 
and qualitative data 
In the following section, the number of times an important issue arose in the interviews is 
listed to convey how important or consistent those issues were for this group and 
demonstrates the CCM participants’ feelings of distress. At the pre-intervention interview, 
CCM participants reported a traumatic diagnosis experience in the way in which their doctors 
had delivered the “bad news” to them, and this finding appeared in participants’ stories (22 
times). When talking about their experiences of being diagnosed with advanced cancer, 
participants spoke about being in shock, their insecurity due to uncertainty about their future 
life, their fears, anxiety and guilt.   
In this context the CCM participants described in the interviews, having a Fighting Attitude 
(39 times), experiencing Independence Issues (28 times), denial in their family members or 
themselves (23 times) and seeking to avoid unwanted thoughts (15 times). The frequencies of 
these findings are presented above intended to inform “the dimension of the data” (Creswell 
& Plano Clark, 2018, p. 70), and indicates that this population was clearly living with 
considerable stress generated by their advanced illness.  
This qualitative data about difficulties of coping with the diagnosis was validated by the pre-
intervention quantitative data which reflected this sense of vulnerability/being at a loss, and 
lacking skills to deal with their situation.  As demonstrated in the quantitative data, 50% of 
participants were at baseline feeling lost/distressed, demoralised and hopeless, they scored 
low psychological flexibility, were not accepting their current situation and, had low levels of 
awareness, and some had low levels of meaning in life.  Around half were actively searching 
for meaning in life, the others who were not searching for meaning comprised two groups, 
those who already had presence of meaning and so were not looking, and a small group who 
were not looking perhaps due to feeling hopeless.      
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Both data sets were congruent in confirming that at baseline, most of the CCM participants 
were distressed. Despite this level of distress, the majority of participants reported that they 
had not been offered any kind of psychological support to assist them in facing advanced 
cancer, though they indicated that support would have been helpful. Without skills and 
support to help them cope, most responded to this sense of vulnerability by adopting a 
Fighting Attitude to the crisis of facing the diagnosis, captured in the meta-theme at pre-
intervention - Vulnerability in Battle.  
At the post-intervention interviews, many participants reported change in their attitudes, skills 
and that they were taking new actions (New Attitudes, Skills and Attitudes). Most of the 
participants saw the CCM project as an Opportunity to Talk about how they felt about their 
diagnosis and they reported learning more about themselves as a result of participating in the 
interviews and the CCM intervention (Awareness, Knowing Oneself), (Support Would Be 
Helpful) . There was evidence from both quantitative and qualitative data (Chapters Six and 
Seven) of participants being more aware of, and staying more in the Present Moment, and 
having increased levels of awareness. Some reported Thinking Before Reacting as they noted 
that they were mindfully present in their experiences when they occurred, and their comments 
demonstrated Kindness and Altruism as part of their personality or their way of being.  
Participants’ mindful awareness was not restricted to thinking about their diagnosis; for 
example, in the interviews, most participants acknowledged the importance of emotional 
support, considering their state of distress, commenting that psychological support would be 
helpful if it was offered to them, and they demonstrated being very aware of that issue again 
at post-intervention. 
Along with their increased awareness, at post-intervention, most participants used other 
mindful coping skills to deal with stress.  They reported improved ability to create new 
emotions and get through difficult moments by using mindful coping skills (constructive self-
distraction),  using acceptance or acknowledgement of unwanted thoughts, not just in relation 
to cancer but also for Other Issues Beyond Cancer, using the mindful breathing technique 
when dealing with difficult memories, or visualising calm scenes to feel better when they 
were worrying.  
As a group, at post-intervention, the quantitative data indicated that participants had improved 
their psychological flexibility and had a higher level in their acceptance stance. The 
qualitative data confirmed this change in attitude as participants reported being more 
accepting of their life events, including the unwanted ones that were out of their control like 
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the advanced diagnosis. Acceptance of these events and knowing or learning about 
themselves was necessary for participants to shift to making Life Adjustments demonstrated 
by their New Attitudes, Skills and Actions.  
8.6 The merged results 
The merged results represent the integration of interpretations drawn from both strands of 
data, pulling together similar information found in both the quantitative and qualitative data 
sets to allow more comprehensive conclusions to be drawn (Creswell & Plano Clark, 2011).  
To allow further analysis and interpretation of the merged data, I followed Creswell and Plano 
Clark’s (2011, p. 246) example of a joint display17 for “linking quantitative and qualitative 
data”, by placing quantitative results side-by-side with qualitative themes and the merged 
results from the comparison (see Table 8.1).  The side-by-side comparison is used in the 
current study as a strategy of comparing results and establishing data validity in mixed 
methods research (Creswell & Plano Clark, 2011).   
 
                                                      
17 It is an integration approach suggested by (Creswell & Plano Clark, 2018, p. 228) “to show the integration of 
the data analysis by arraying in a single table or graph the quantitative and qualitative data.” 
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Table 8.1. Convergent analyses: Side-by-side table of comparison between quantitative and qualitative findings 
QUAN results - Pre-post questionnaires  QUAL results - Pre-post interviews  Merged results  
 Vulnerability in battle  
• Traumatic diagnosis, fear, anxiety, guilt, shock 
• Denial in family member & oneself 
• Avoidance of unwanted thoughts, uncertainty 
• Independence issues, fighting attitude 
A neglected group in need of psychological support 
 
Increased the mindful coping skill of awareness  
• Moderate to large effect size (d =-0.95) pre-post increase in MCS-A 
scores, improved level of participants’ mindful awareness 
• More aware of or paying attention to the present moment experiences  
 
Increased the mindful coping skill of constructive self-distraction  
• Large effect size (d=-0.94) pre-post increase in MCS-CSD scores, 
improved use of senses (smelling, vision, touching, tasting, hearing) to 
create new emotions  
• Easier to use senses to get through difficult moments  
 
Increased acceptance stance/psychological flexibility  
• Moderate to large effect size (d =.75) pre-post reduction in AAQ-II scores, 
reduced psychological inflexibility 
• Increased acceptance of life events included unwanted ones  
Awareness – Knowing oneself  
• Thinking before reacting 
• Support would be helpful 
• Staying in the present moment 
• Helping others 
• Using opportunity to talk 
• Kindness & altruism 
 
 
Acknowledging unwanted thoughts  
• Facing other issues beyond cancer 
• Crying 
• Making life adjustments 
• Worries of being a burden to family & friends 
 
Psychological flexibility in navigating adversities  
 
 
Emotional strength to deal and live with uncertainty 
 
 
New attitudes, skills, and actions 
 
 
A change of perspective in order to better adapt to the 
advanced diagnosis  
 
Increased reflections about and increased presence of meaning in life  
• Moderate to large effect size (d = -0.79) pre-post increase in MLQ-P 
scores, improved level of meaning in life 
• Participants have reflected about it and feel that their lives have a valued 
meaning and purpose 
 
Decreased search for meaning  
• Small effect size (d=0.24) pre-post reduction in search for meaning in life 
but not statistically significant. Most participants were not actively seeking 
meaning in their lives 
Learning what is worth it  
• Importance of relationships, connection with others 
• Simple things in life 
• Material/money is not important 
 
Attitudes and actions   
• Using mindfulness as a tool for support 
• Making time for family, back to art 
• It is what it is 
• Different perspective about time 
• Doing new things 
 
Connection with others is meaningful and supportive 
 
 
The CCM intervention was experienced as a readily 
available tool of support 
 
 
New attitudes, skills, and actions 
 Vulnerability in peace  
• Sense of peace and calmness 
• Living with uncertainty 
• Gratitude 
• Achievements 
• Knowing what matters 
 
Emotional strength to deal and live with uncertainty 
 
New attitudes, skills, and actions 





The combination of the themes and increased scores described above led to the interpretation 
that most of the CCM participants used Psychological Flexibility in Navigating Adversities 
(merged result, see Table 8.1). Some used mindfulness as a helpful support, and others said of 
their advanced cancer diagnosis and other difficult experiences that “it is what it is” as a way 
of facing things with an acceptance stance.  
These findings associated with the measured acceptance stance are interpreted as most of the 
CCM participants having become emotionally stronger by demonstrating the use of 
psychological flexibility providing Emotional Strength to Deal and Live with Uncertainty 
(merged result, see Table 8.1). 
Once participants reflected about what was important for them, they demonstrated finding 
support in their meaningful relationships, leading to another merged result: finding that 
Connection with Others Is Meaningful and Supportive (merged result, see Table 8.1). 
Participants also spoke more at post intervention about the meaningfulness and value of 
Simple Things and activities in life.  
In addition, at post-intervention, many of the CCM participants reporting changing their 
perspective about important aspects of their life given their sense of having limited time. 
Participants reported a changed perspective of time since they were diagnosed with advanced 
cancer, saying they would not take time for granted. Some of the participants believed that 
they did not have much time left to live so they were making time to be with the important 
people in their life, or play golf, or paint that picture that had been forgotten since their 
diagnosis was received. Participants’ new actions and attitudes then in relation to time, were 
directly related to their increased reflections about what was meaningful in their lives, they 
described New Attitudes, Skills and Actions (merged result, see Table 8.1), such as making 
time for loved ones and valued/meaningful activities. Participants’ New Attitudes, Skills and 
Actions were a theme in the qualitative analysis and are also a merged result, as these new 
skills were interpreted by them, as a consequence of the learning mindful coping skills 
through the CCM intervention. 
Participants shifted perspective in other areas too. Despite noting their awareness that they 
were still Living with Uncertainty and that stressful situations would possibly erupt at any 
time due to their unchangeable advanced cancer diagnosis , many participants reported being 
aware of feeling a sense of Peace and Calmness, Life Appreciation and Gratitude. These 
findings were interpreted in Chapter Seven as part of the meta-theme at post-intervention, 
Vulnerability in Peace. This was also seen as a state in time, however, as CCM participants 
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reported oscillating between the experience of distress and a place of resolution. When they 
were in this place of resolution, they reported having made some Achievements, having 
Resolved Issues, Knowing What Matters to them and they felt more Understanding With 
Others. These reports led to the conclusion that most CCM participants experienced A 
Change of Perspective in Order to Better Adapt to Their Diagnosis (merged result, see Table 
8.1).  
In the post-intervention interview, a number of participants reported having found 
mindfulness to be a positive and helpful approach and that they used mindfulness as a tool of 
support. They reported using the strategies to help manage physical or emotional symptoms 
including sleep difficulties, The CCM Intervention Was Experienced as a Readily Available 
Tool of Support (merged result, see Table 8.1). Some participants said that they would pick up 
a CCM Session and listen to it because it was easy to access, as the sessions were available 
for them to use whenever or wherever they wished.  
There were several issues to note about the convergent analysis. First, not all the CCM 
participants experienced the CCM intervention in the same way, and a few contrasts were 
noted earlier in this chapter. Interpretations in the current chapter were drawn according to the 
side-by-side comparison strategy for merging results (Creswell & Plano Clark, 2011) and also 
consideration of the situation with individual participants. Variability in response to MBIs and 
similar treatments is not uncommon in the psychotherapy field. Possible reasons for this 
incongruence in the data are discussed further in Chapter Nine. The second issue concerns the 
MLQ-Search subscale. The results in regard to search for meaning in life were less clear cut 
because the interpretation of searching (or not) for meaning in life depends on the 
participants’ level of presence of meaning of life. As such, the search variable was not 
informative in the quantitative data and did not emerge as a category or theme in the 
qualitative data. There are no findings of note made in the convergent model from either 
quantitative or qualitative arms in relation to the search variable. 
In conclusion, a holistic interpretation of both sets of data generated seven merged results, 
noted earlier in Table 8.1, these are: 
1. A neglected group in need of psychological support   
2. Psychological flexibility in navigating adversities  
3. Emotional strength to deal and live with uncertainty 
4. Connection with others is meaningful and supportive  
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5. Participants’ new attitudes, skills, and actions 
6. A change of perspective in order to better adapt to the advanced diagnosis 
7. The CCM intervention was experienced as a readily available tool of support  
These merged results, and their relationship to the research aims, are discussed in detail in 





 Chapter Nine: Interpretation of the Merged Results, Discussion 
and Conclusion    
This chapter is divided in three main sections, following the convergence of both strands of 
analyses, I) merged results emerged from the interpretation and are discussed here in relation 
to the existing literature, II) a review of the research processes follows and III) conclusions 
are stated.  
In the introduction of this chapter, the research question will be reiterated and in order to 
answer this question, the research overall and specific aims are stated. Then the hypothesis 
initially posed in the introduction Chapter One of this thesis is reminded, and the responses to 
this hypothesis are presented in this chapter’s Sections One and Two.  










A holistic interpretation of both sets of data generated the following seven merged results: 
1. A neglected group in need of psychological support   
2. Psychological flexibility in navigating adversities 
3. Emotional strength to deal and live with uncertainty  
4. Connection with others is meaningful and supportive 
5. Participants’ new attitudes, skills, and actions 
6. A change of perspective in order to better adapt to the advanced diagnosis 
7. The CCM intervention was experienced as a readily available tool of support 
The first merged result (A Neglected Group in Need of Psychological Support) is presented in 
relation to a particularly meaningful finding that has emerged as a result in the current study. 
Initially, it was believed that patients with advanced cancer were a neglected group for the 
lack of suitable psychological interventions offered to them, according to (Passik et al., 2005)  
those with advanced cancer are a very ill and neglected group for the lack of mental health 
home-based interventions to be offered as support. Although it was discovered in the current 
study that this sample was not only neglected for the lack of suitable interventions, but they 
remain neglected for belonging to a group who faces a terminal diagnosis for a long time, a 
group who does not belong to any specific niche and consequently, there is a noticeable 
paucity of psychological support provided to this population.  
Then, the following six merged results are discussed in relation to the existing literature in 
response to the specific aim of the current research, which was gathering preliminary data 
regarding the efficacy of the CCM intervention (see Figure 9.1).  
Results demonstrated that participants acquired Psychological Flexibility in Navigating 
Adversities, they reported developing emotional strength to deal and live with the constant 
uncertainty in their lives and the connections they had with others were considered 
meaningful and supportive for them. They performed New Attitudes, Skills, and Actions after 
receiving their cancer diagnosis and the CCM intervention, and a change of perspective was 
noted in order to better adapt to their current situation. After that, in response to the specific 
aim of evaluating qualitatively how participants experienced the CCM intervention, the 
seventh merged result discusses the participants’ experience of the CCM intervention as being 
a readily available tool of support, which they used when they felt it was needed.  
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These seven merged results in conjunction, are the results aspects of the current study which 
respond to the overall aim of the study (see Figure 9.1), to evaluate the delivery of a 
mindfulness-based intervention (CCM), designed to provide psychological and emotional 
support to adults with advanced cancer in order to facilitate psychological adaptation to their 
current situation.  
The CCM intervention provides coping strategies via mindful coping skills, acquiring an 
acceptance stance and reflection on meaning in the patients’ life, to better adapt 
psychologically when facing an advanced disease  
Section Two  
In this section, the research processes are recalled and discussed, these processes include the 
feasibility of the recruitment strategy, the time when the CCM intervention was offered to this 
study’s participants, challenges faced in recruiting a vulnerable population and other aspects 
related to the recruitment phase of this research are discussed. Lastly, the role of the 
researcher in the current intervention study is discussed, followed by the study’s strengths and 
limitations.  
Section Three  
Finally, in this section conclusions are drawn and further recommendations are presented 
afterwards. 
9.1 The current research question and aims 
As described in Chapter One, this research question was: Do adults with advanced cancer 
who received the CCM intervention, experience better adaptation to and coping with their 
current situation, through improved mindful coping skills, developing an acceptance stance 
and reflections on meaning in their life?  
In order to answer this question, this research aimed to evaluate the delivery of a mindfulness-
based intervention, (CCM), designed to provide psychological and emotional support to adults 
with advanced cancer in order to facilitate psychological adaptation to their current situation.  
Then, the specific aims were to gather preliminary data regarding the efficacy of the CCM 
intervention, to evaluate qualitatively how participants experience the CCM intervention, and to 
evaluate the feasibility of the recruitment strategy for this study.  
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Initially it was hypothesized that if adults with advanced cancer received a suitable 
psychological intervention (based on mindfulness), this population would learn some mindful 
coping skills, acquire an acceptance stance and had reflected on what is meaningful to them, 
then consequently, they would be able to better adapt psychologically and cope with their 
current situation.  
In response to this hypothesis, the merged results in the current study showed that this sample 
at baseline was found neglected by the lack of psychological support, they were emotionally 
battling their cancer in a zone characterised by discomfort, that is, living with uncertainty and 
feeling vulnerable. After receiving the CCM intervention, most of this group transitioned 
while still being vulnerable, to a position of being in relative peace, having acquired a number 
of mindful coping skills, improved psychological flexibility/acceptance and reflected on what 
was meaningful to them, adapting their life to the reality of being living with an advanced 
disease (in some cases, for a relatively long time).  These series of ongoing events did not 
happen in a linear order, participants have oscillated between specific situations that lead to a 
number of findings, which are discussed next.  
9.2 The research merged results  
9.2.1 A	neglected	group	in	need	of	psychological	support	
This section highlights the unrecognized and unmet need for psychological support for this 
group and discusses possible reasons for this unmet need. These include the variable length of 
time post-diagnosis that this group lives whilst appearing relatively healthy. This is linked to a 
lack of awareness of their needs by patients themselves and by health professionals, because 
they do not fit with the obvious needs or trajectories of groups of those with early stages of 
cancer. Finally there are limited options available and barriers to accessing suitable 
psychological interventions.  
One of the difficulties for research and delivery of interventions for those with advanced 
cancer is that the precise amount of time left to live is unpredictable. Although clinicians’ 
predictions are highly correlated with survival, they cannot predict with much accuracy the 
timing of death for patients with terminal cancer (Glare et al., 2003). As noted in Chapter Six, 
few of the CCM participants had been diagnosed more recently than six months, with the 
majority of participants being diagnosed between seven months and five years earlier (see 
Table 6.1).  All CCM participants had a diagnosis of an advanced/incurable cancer, many 
were feeling vulnerable and uncertain about their future, yet mostly they were feeling 
physically healthy. Some even returned to work after treatment and continued or resumed 
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their everyday life activities (with limitations due to cancer).  Some CCM participants then 
had lived with a terminal diagnosis for a relatively long time. The CCM participants, kept 
living with the emotional distress, carrying on with their lives, living with the shock of a 
traumatic advanced diagnosis and the fear of dying soon. These symptoms certainly affected 
their way of living - they felt anxious and depressed but not enough to be considered a 
candidate to be referred for psychiatric or psychological support. They were not considered to 
be at the end of life, however, they were not necessarily in poor health so they did not fit in 
the palliative care/end of life niche. Similarly they did not fit in the niches of patients in 
complete remission18 or patients who have curable/treatable cancers (cancer stage I or II) who 
would have expectations of having a “cancer free” life, and might be offered support for 
cancer recovery. Instead, CCM participants were in a kind of “limbo” place.   
Some CCM participants reported receiving the message (whether explicitly said or implied, or 
taken) that “there is nothing more that can be done.” While this may be true in terms of a 
cure, it is certainly not true regarding the provision of psychological and other support. Much 
was being done for the CCM participants in terms of physical treatment for their incurable 
cancers, including treatment to contain the tumour growth or to contain the spread beyond the 
organs already affected, and pain killers or treatments to assist with the physical discomfort of 
unpleasant side effects of their cancer-related treatment or symptoms related to their 
condition.  
Psychologically, the advanced cancer group experienced all the shock, fear and confusion of 
those receiving a terminal diagnosis. As noted earlier though, for most of the CCM 
participants nothing was provided to assist with the psychological discomfort, emotional pain 
and to cope with the endless uncertainty that they experience.  
One possible reason that these participants were not being offered psychological support 
when they received the advanced cancer diagnosis might be related to a lack of clarity in what 
exactly could be offered to address this group’s needs.  At the pre-intervention interviews it 
was clear that for some at least, their specific needs were not clear to participants themselves 
although a number reported feeling the lack of support. 
Presumably their need for support was not clear in most cases to the healthcare providers who 
did not offer them psychological support options. Given the severity of the prognosis however 
these patients are likely to have a greater need for support to facilitate their psychological 
                                                      
18 Cancer patients who are currently disease free, and are not being given any type of cancer-related treatment  
(Kornblith, 1998).  
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adaptation, so it is recommended that support should be offered for this group. Furthermore, a 
life-limiting disease can provide patients with more or clearer meaning and purpose in their 
lives as the illness becomes a life-transforming event (Young et al., 2015). Sanson-Fisher et 
al. (2000) emphasise the importance of health services to implement what best meet the 
patients’ needs regarding oncology care. This greater needs for support in those with 
advanced cancer has been confirmed in a recent systematic review of 52 studies which 
concluded that patients with advanced cancer have higher needs for supportive care when 
compared with patients with localized cancer (early stages) (Dunn, Watson, Aitken, & Hyde, 
2017). For these reasons, when patients with cancer receive an advanced diagnosis, healthcare 
professionals should consider and offer emotional support to this group of patients. 
As noted in Chapter One, the importance of the provision of support for those with cancer has 
been recognised by the New Zealand government, the New Zealand Ministry of Health with 
specific funding provided with the stated aim that by the year of 2018 “more people will be 
accessing the psychological and social support they need” (Ministry of Health, 2014, p. 19), 
and that services should provide  “good psychological support at each stage of the patient 
pathway” (Ministry of Health, 2014, p. 19).  The data from the current study suggests that this 
aim is not being fulfilled, at least for the 20 people who participated in this study. 
The finding in this study of the unrecognized and unmet treatment needs for this group of 
people with advanced cancer is consistent with what Cresswell has called “practical 
problems”, that are often identified in mixed methods research, that is “problems that reside in 
practice or in the real world that need to be addressed” (Creswell, 2015, p. 13). 
At the beginning of this PhD research, psychological interventions for advanced cancer 
population were reviewed. The literature review in Chapters Two and Three identified a range 
of mindfulness-based and meaning in life therapies that were acceptable and had evidence of 
efficacy for people with advanced cancer. These interventions target specific outcomes such 
as quality of life, anxiety and stress reduction or existential issues, although a number of 
methodological, ethical and logistical issues have restricted the benefits of these interventions 
reaching the advanced cancer population. For example, the meaning in life therapies were 
shown to be suitable for those with advanced cancer however these interventions specifically 
target existential issues, leaving other potential needs of this population unaddressed. 
Mindfulness-based interventions have also shown some benefit for this population, although 
the number of mindfulness intervention studies for patients with advanced cancer is still 
notably small (Zimmermann et al., 2018). Further development then of MBIs adapted to the 
needs of patients with advanced cancer is encouraged to address the issues in the field and to 
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improve the psychological support options provided by healthcare services for people with 
advanced cancer.  
In terms of other interventions, it has been suggested that healthcare professionals should be 
able to identify patients’ needs for support and provide effective tailored psychological 
treatments that would make a difference in the patients’ life (Kozlov, Niknejad, & Reid, 
2018). General practitioners could assist patients with advanced cancer  by reviewing their 
life goals and values of patients to assess what is meaningful to them (Stone & Clarke, 2007).  
Arthur, Hui, Reddy and Bruera (2012) confirm that providing this kind of support and 
opportunity for patients to gain further meaning in their lives can positively affect both the 
patients and their healthcare team.  
Despite the recognition that there needs to be more research on interventions to improve the 
wellbeing and coping of those with advanced cancer (Lin & Bauer-Wu, 2003), this group has 
been neglected as well in being excluded from research studies that offer psychological 
interventions. For example, a recent RCT used a brief remote mindfulness and acceptance 
training package which was found to be  effective for stress reduction in 153 stressed adults 
(Lindsay et al., 2018), but they excluded  people with chronic physical illness or a recent 
hospitalisation. Patients with advanced cancer are likely to benefit from such an intervention 
given the distress they experience; however, they would be excluded from such research that 
has considerable potential benefits for this group. 
This CCM study and other recent research, however, is addressing this neglected group in 
providing support to assist them in living with their advanced disease while taking into 
account their limited life expectancy in the exclusion criteria. The inclusion criterion for CCM 
participants was an estimated life expectancy of at least four months to allow sufficient time 
to enable participation and for benefit to be gained from the CCM intervention. This 
timeframe is consistent with a recent RCT study with 54 adults with advanced cancer where 
potential participants were excluded if they had a survival of less than four months (estimated 
by their clinicians) (Serfaty et al., 2018). 
The CCM participants reported benefit and appreciated the support that the CCM intervention 
provided to assist them to better adapt to their current situation of living with advanced 
cancer. Examples of it were noted in Chapter Seven, the CCM participants were living in a 
state of Vulnerability in Battle, but after the intervention had shifted to the state of 
Vulnerability in Peace. Quantitative and qualitative data confirmed that they were able to 
cope better with their situation, using the psychological flexibility facilitated by the mindful 
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coping and acceptance skills.  They traversed a bridge, a path where they have experienced all 
the changes commented previously and at post-intervention they reported been feeling 
peaceful, despite continuing vulnerability (and still shifting positions at times). They had 
shifted though, they were not feeling in a battle mode as before.  
In summary, the first merged finding was that despite recent recognition by health agencies 
and researchers,  this advanced cancer group have remained neglected in terms of their 
psychological support needs for these reasons, 1) their needs are being missed at a clinical 
level as they are not yet physically unwell enough for the end of life care, 2) their distress 
level is not sufficiently obvious to warrant referral for psychiatric assistance, and 3) there are 
limited options regarding suitable treatment options with practical barriers to access for this 
group and 4) until recently, most research studies neglected this group because of ethical and 
logistical reasons. The uptake of the CCM intervention by these participants indicates for a 
proportion of this group at least, that offering a targeted, flexibly delivered intervention has 
potential to redress this neglected group. 
9.2.2 Participants’	psychological	flexibility	in	navigating	adversities		
This second merged result relates to the CCM participants’ improved psychological flexibility 
in adapting to dealing and living with advanced cancer. This section underlines the CCM 
participants’ acquired or improved acceptance stance in relation to their current situation, and 
in navigating adversities.  Participants reported a range of other life stressors, including 
conflict within the family, like denial of their diagnosis in family members, worrying about 
adversity affecting other family members, financial concerns as a result of the advanced 
disease, followed by independence issues and anxiety as noted in Chapter Seven. This merged 
result addresses what facilitated their process of accepting and what the word “acceptance” 
meant in the current intervention study, and “denial” as an emotional response to 
psychological distress. Then, the relationship between acceptance and mindfulness and the 
achievement of a sense of peace is related to the literature. 
The current research stresses the crucial role of psychological flexibility as a coping skill in 
facilitating adaptation to an advanced cancer diagnosis. Acquiring an acceptance stance, 
however, or being psychologically flexible when facing such disease is not something that 
happens easily. For the CCM participants, it was a difficult task requiring deep reflections 
about themselves, examining what was working and not working in their lives, why 
something is not working, what they could do to cope with the worries, inconveniences, 
health complications and a wide range of adversities. The acceptance and acknowledgement 
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of unwanted thoughts was a process the CCM participants went through in facing or 
embracing what was unwanted. By the CCM intervention, participants were guided through 
this process via viewing thoughts as just thoughts, to engage in the mindful breathing 
technique (with awareness of breath and letting go of thoughts), while listening to the words 
“accept and let go.”  
For example, Lee reported that before the CCM, he had been worrying a great deal about his 
daughter’s angry reaction to anything about his diagnosis. At post-intervention, he said that he 
accepted that she had to work through her own process and that it was not helpful for him to 
carry on worrying about that problem given his limited reserves, he had “accepted and let go”. 
As a result, he reported feeling calmer and able to focus on what was helpful for him.  
The word “acceptance” could have several interpretations and so it was clearly defined in the 
CCM program to avoid confusion. It was particularly important that acceptance was not 
understood as “giving up” or  “resignation” (Larroya et al., 2017). For this reason, acceptance 
is defined in detail in the pre-recorded CCM Session Two. It is stated that acceptance is not 
the same as tolerance or resignation (Appendix D). After each practice (one to one with 
myself as the researcher) and at the beginning of each subsequent session, all participants 
were asked if they had any questions to clarify any doubts or definitions of concepts, and to 
make sure that participants had understood the intended meaning of the sessions.   
In the CCM intervention, acknowledging the advanced cancer diagnosis was considered 
important as an initial step for people moving towards coping with the illness, and it was 
intended to be facilitated in the CCM intervention through participants developing an 
acceptance stance. Once this concept was clear, through the CCM intervention, participants 
learned to see difficulties and unwanted thoughts as just thoughts, instead of a threat. This is 
consistent with Segal’s decentred perspective referred in Chapter Two, that is, where people 
can see thoughts as just thoughts and not necessarily the reality. Learning to do this, allows 
for here a shift in relationship with these feelings and a decentred perspective is reinforced 
(Segal et al., 2002, 2013).  
Facing a life-threatening illness implies recognition and acceptance of such a diagnosis, and 
in the CCM intervention, acceptance promotes acceptance rather than avoidance or denial of 
ones’ experiences. In that regard, other researchers have stated that it is essential that patients 
receiving palliative care (with an advanced disease) accept and acknowledge their diagnosis 
and adapt their coping mechanisms before they could move forward to find new meanings in 
their life (Broadhurst & Harrington, 2016). Larroya, López, Castro and Moncayo (2017) 
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confirm the importance of being aware of the illness and its end-stage, so much so that it was 
considered an inclusion criterion for participation in their recent study with patients with 
advanced cancer. 
My previous work experience showed me that without an acceptance stance some people 
could stay fixed in a denial phase if they keep avoiding their current reality. This perspective 
meant that there was no progression in their psychological adaptation to coping with 
advanced cancer.  
In the current study, one participant, Alex was explicit in her stated use of avoidance as a 
coping strategy. Alex demonstrated both a lack of awareness and active avoidance 
(experiential avoidance) of thoughts, and emotions. As such, she did not find the CCM type of 
intervention beneficial. Alex said that did not listen to the CCM Session Two (about 
acceptance), and was reluctant concerning listening to the other tapes. She said that she 
disliked the intervention because she was not willing to accept her diagnosis. 
At hearing this reaction, I empathised and consistent with ethical best practice, reminded Alex 
of the right to withdraw at any time during the research (Cook, 2012).  The fact that Alex was 
reluctant in relation to her diagnosis, may have something to do with her experience of 
emotional avoidance which in Kotsou et al.’s (2018) view, is related to psychological 
vulnerability. It is notable that after empathy and acknowledgement of her feelings and her 
right to withdraw, Alex said that she would like to continue to have the full intervention and 
she completed the study.  Although she reported much was unchanged at the post-intervention 
interview, her scores on the AAQ-II indicated considerable improvement from pre-
intervention. 
The literature indicates that the opposite of acquiring an acceptance attitude can occur in 
MBIs in some cases. For example, Shapiro and colleagues state that if a person joins an 
intervention or practice without  being committed in their inner-self (not bringing the “heart” 
qualities into the practice), the person may experience the opposite to the intentions of the 
practice, becoming judgemental and striving, instead of acquiring an acceptance stance 
(Shapiro et al., 2006). As noted in the earlier literature review, it is understandable that the 
awareness of having a restricted life time would evoke mixed emotions, making it difficult to 
acknowledge the current reality. Lin and Bauer-Wu (2003) explain however that this 
acknowledgement can contribute to patients’ well-being living in the present moment and 
facilitates coping.  
 
 210
As noted in Chapter Two, some patients with cancer, may feel vulnerable and too 
overburdened to accept anything or to be able to mindfully reflect on meaningful aspects of 
their life (Hulbert-Williams et al., 2015). According to Roberts et al. (2018) and Chochinov, 
Tataryn, Wilson, Enns and Lander (2000), those who (after the first shock) continue to 
appraise cancer as an overwhelming harm and loss, may be more likely to use avoidant 
coping and unfortunately, as a consequence, they are more likely to have depression than 
patients who acknowledge their cancer prognosis. Avoidance, is viewed by researchers as 
particularly destructive to psychological well-being (Hulbert-Williams et al., 2015), being 
associated with, or contributing to psychological distress (Miller et al., 1996; Zabalegui, 
1999) and increased psychological suffering (Hayes et al., 2006; Mosher et al., 2017). 
Similarly, research with cancer survivors demonstrated that participants’ use of behavioural 
and mental avoidance were associated with maladaptive or low psychological adjustment to 
the illness (Schnoll, Knowles, & Harlow, 2002). Some patients with advanced cancer with a 
high symptom burden may be more prone to avoid difficult emotions and disengage from 
esteemed relationships and activities (Mosher et al., 2017). For these people, van Lankveld et 
al. (2018) comment that a low-intensity psychological intervention would not be supportive 
enough, and that psychotherapy, pharmacotherapy or psychiatric care would be more 
appropriate.  
Apart from the acceptance focus, there were other coping strategies in the CCM intervention 
which may have contributed to Participants’ Psychological Flexibility in Navigating 
Adversities, for example, the mindfulness practice itself that was woven through the four 
CCM Sessions along with the mindful breathing technique. As noted in Chapter Six, at 
baseline there was a weak negative correlation between MCS-Awareness and AAQ-II 
(acceptance stance). However examination of change score correlations indicated that the 
relationship became stronger by post-intervention assessment, with both acceptance and 
awareness variables improving together. That finding was supported in the participants’ 
interview data. Once participants felt they could control their state of mind through their 
breathing exercise (paying attention purposefully on their breath in and out), they felt calmer 
to think about other aspects of their lives, for instance, what they acknowledged as significant 
in their lives. For example, Ross related that he used the strategies when he was struggling 
with facing memories about a traumatic event he experienced in his adolescence, as did Kelly 
when she went to an acupuncture session being afraid of needles. Both participants said that 
they felt very upset and/or afraid in the beginning, but they used the breathing exercise they 
learned from their practice of the CCM Sessions – they said they could then control how they 
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were feeling, and in a few moments, they were still and serene. For Ross, it was important to 
face those memories and fears that were causing emotional distress. 
The  relationship between mindfulness and psychological distress has been recently 
highlighted (Jarukasemthawee, Pisitsungkagarn, Leangsuksant, & González, 2018). In 2018 
the researchers, suggested measuring acceptance levels pre-and post-intervention and testing 
acceptance as a mediator related to the impact of mindfulness (Jarukasemthawee et al., 2018), 
and to confirm the specific impact of acceptance in predicting psychological health (Kotsou et 
al., 2018). In this current CCM study, both variables (acceptance and mindfulness) were 
correlated at baseline and both improved together over the intervention. Although this study 
found changes in acceptance on self-report questionnaires, there were no measures of 
psychological wellbeing. However the qualitative data indicate that participants reported more 
positive emotion and less stress post-intervention. As such the current study results are 
consistent with those of Kotsou et al.’s (2018) cross-sectional study. In their study, acceptance 
was measured with the AAQ-II in a nonclinical sample of 228 adults and they found that the 
person’s ability to accept their emotions contributed to increased psychological flexibility and 
predicted participants’ level of stress, anxiety, depression and happiness. 
In the current study, the moderate to large effect size (d =.75) pre-post change in AAQ-II 
scores of the CCM participants was similar to that seen a previous study with 1065 adult 
Hungarian-speaking participants (with or without a psychological treatment history) where 
the effect size was d =.53 (Eisenbeck & Szabó-Bartha, 2018). Xu, Zhou, Fu and Rodriguez 
(2017) similarly identify the importance of increasing self-acceptance for the application of 
mindfulness-based interventions when both were measured in patients with advanced cancer. 
The acceptance stance and the mindful breathing technique were included in this intervention 
study to induce a feeling of calmness and relaxation. Participants reported that these feelings 
led them to a state of increasing peace of mind, which was valued by many of the CCM 
participants. As noted earlier, it is recognised that emotional flexibility and an acceptance 
stance is required to transverse to a state of resolution and of being at peace. It is recognised 
however that this state of peace is not a constant condition, and CCM participants reported 
oscillating in difficult moments between struggling and feeling at peace.   
Participants reported that, the CCM mindful coping skills enabled them to gain self- 
knowledge and awareness. This allowed them to activate their coping skills at a time of self-
doubt or distress and re-establish their state of peacefulness. This peacefulness was not only 
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related to the present moment but to their desire to die peacefully, which they stated was 
important to them.  
They also reported that the CCM strategies were helpful to them on using the mindful coping 
skills. Quite how the change occurred is not able to be determined from this study. It seems 
likely that, however, the practice of mindfulness in promoting acceptance and mental 
flexibility aims to assist people in changing their responses to difficult situations. Learned 
skills in MBI’s such as focusing on the present moment, decentring from thinking, and 
reflecting before reacting assists people to choose the most effective coping strategy to face 
their life adversities, ideally with calmness and based on the person’s values and emotional 
strength. This is consistent with Philippot and Segal’s (2009) explanations noted in Chapter 
Two about the psychological processes involved in mindfulness practice, that is, when 
practicing mindfulness people can be trained to develop the ability to stop before delivering 
impulsive responses, and consequently respond to any life event with a reflexive awareness 
(Philippot & Segal, 2009). 
9.2.3 Emotional	strength	to	deal	and	live	with	uncertainty		
Another merged finding was that participants’ increased emotional strength helped them in 
dealing and living with the uncertainty resulting from the advanced cancer diagnosis. This 
section describes the CCM participants’ new and old coping strategies noted as a source of 
emotional strength and comparison the current findings with the literature. The role of hope in 
this context is briefly discussed. 
Participants reported at post-intervention noticing that they had become emotionally stronger 
while trying to cope with the course of the advanced illness. They became aware of their ways 
of dealing with the uncertainty through using their mindful coping skills, practicing noting 
and paying attention on the way they handled difficult situations. The CCM intervention 
provided them with an opportunity to see that they were actually coping and living their lives, 
with the oscillation and uncertainty that goes with having advanced cancer. Roberts et al. 
(2018) explain that patients with advanced cancer demand support to assist them in adapting 
to fluctuating events. As they face multiple symptoms and health deterioration, they develop 
ways to cope with these events. They have to revisit old coping strategies and/or learn new 
ones to assimilate change in response to repeated and fluctuating events (Roberts et al., 2018). 
As a consequence, they need to be emotionally strong to cope with it all. 
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A number of old and new coping strategies were used by the CCM participants as sources of 
emotional strength. Mindful coping was considered a new skill by most of CCM participants 
as most had never practiced mindfulness before.  
9.2.3.1 New	coping	strategy	noted	as	a	source	of	emotional	strength:	Mindful	coping	
Participants’ emotional strength became more apparent when they were practicing 
mindfulness. It seems likely that through the quiet moments facilitated by the CCM 
intervention, they were provided with a space to reflect. In the post-intervention interviews 
they said that they had recognised how courageous they had been, had the feeling that they 
were not alone in this journey, and that they could count on themselves and others as they had 
meaningful relationships. Realising that, helped them to cope better with difficulties and made 
it easier for them to carry on with their lives. They said they knew they were emotionally 
strong after reflecting on what they had been through, and here they were, facing and living 
with advanced cancer. 
As reported in Chapter Six, Frankie was the only participant practicing mindfulness prior to 
participating in the current study. At baseline she already demonstrated a high level of 
mindful coping skills, although at post-intervention her level of mindful coping skills had 
increased as measured by the MCS (constructive-self distraction subscale).  
9.2.3.2 Time	for	coping		
Having the space to think involves having the time as well to learn new coping strategies. In 
the current study, 70% of the participants were not working due to undergoing cancer-related 
treatment, or were having a break from work or had retired. It is possible that not working 
allowed these participants time to join this intervention study and to think and focus on other 
aspects of their lives. This “free” time may have had an effect in the way these participants 
became more reflective and aware of their way of being. In Bovero, Leombruni, Miniotti, 
Rocca and Torta’s (2016) study with patients with advanced cancer, the researchers stated that 
retirement was associated with a better quality of life, as people who are retired have more 
time during the illness course, to build a sense of meaning in their lives. 
9.2.3.3 Being	heard	
Apart from making the time for this intervention, another contributor to participants’ 
emotional strength may have been their feeling of being heard in the current research study. 
They used the opportunities to talk during the pre-post interviews and during the discussion of 
their response to the CCM elements. They reported valuing the opportunity to share their 
thoughts and to expand on and clarify their thoughts and feelings.  This was illustrated by 
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comments like these: I enjoyed just chatting around it “…” I talked about some of the issues 
that were there so it cleared the mud and that’s the key positive for me. (Liam, post-
intervention).  I am tearful, although it is nice to be able to share this with you (Lindsay, pre-
intervention). 
Jess, for example, reported at baseline that she was not depressed, she was angry because 
nobody would listen to her (referring to her doctors). At baseline, when Jude was asked about 
her experience of when she received the advanced cancer diagnosis, she asked myself if I 
really wanted to listen to that story. As I responded positively and demonstrated  interest, Jude 
told me the story in detail, reflecting aloud on how she really felt at that time. Participants 
indicated that they felt heard, the importance of listening to patients’ voices has been 
highlighted in recent research (Lin, 2008) where it was stated that people can extract 
emotional strength from the moments when they feel that they are fully listened to. The CCM 
participants stated that appreciated my time and presence during the course of their 
participation in the current study, valuing being able to share their experiences with someone 
that had a genuine interest in listening to them who was an outsider to their own world and 
relationships.  
9.2.3.4 Using	old	coping	strategies	as	sources	of	emotional	strength:	Art	and	photography	
Beside using mindful coping skills and having meaningful relationships, art and photography 
had a significant role in some of the CCM participants’ lives, and these participants referred 
to returning to their art practice. Art has been recognised as a positive influence in the coping 
and emotional strength of people with advanced cancer. Frankl (1959/1992) describes this as 
“an amplified beauty,” when people experience an intense moment in their lives, their inner 
life becomes more intense and they often experience art and nature as never before. Similarly 
in a research context, cancer patients stated that the intensity of their situation was used to 
their advantage, they noted this time as a creative and fruitful period, when they were faced 
with their own mortality (Skeath et al., 2013).  
In the current study, Alex for example, said at baseline that she used to be an artist before she 
was diagnosed but she had not painted since then, but  after the CCM intervention she was 
painting again. Similarly, Ross, after the CCM Sessions, decided to finish a drawing of a 
photograph and went to buy art materials for that. These participants, having forgotten their 
art for a time, felt joy when they took the initiative to return to it. It seems likely that art and 
photography assisted them in achieving something that was meaningful to them and they used 
their art as a source of emotional strength, as they used to in the past. 
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The way people experience the course of an advanced disease may be affected by a range of 
factors such as their background, the way they were raised by their families, their values and 
their culture. The CCM participants’ use of photography and creativity through their art are 
likely to be associated with different aspects of their pre-illness lives and personality. 
Researchers state that individual, social, cultural and illness related factors are all likely to 
influence patients’ way of coping with advanced cancer (Lee et al., 2004).   
9.2.3.5 Participants’	meaningful	relationships	noted	as	sources	of	emotional	strength	
Another source of emotional strength to live with their current situation used by the CCM 
participants to deal with uncertainty was having close, meaningful relationships. Many 
participants reported that feelings of love, and affection were maintained or deepened, and 
this was used as a source of emotional support during such difficult and intense phase in their 
life. Many CCM participants reported valuing their time with the people they loved, they 
expressed how much they cared about others, worried about being a burden to family, and 
demonstrated kindness in trying to be strong and optimistic to protect family and friends’ 
feelings. 
Charlie, Jude, Robin, Kelly and Jess, for example, related at baseline that their children and 
grandchildren were immensely important to them and because of it, they were very worried 
about how their family members would live their lives after the participants died or their 
health became worse because of the advanced disease. At post intervention these participants 
related that their children and grandchildren still were the people who gave meaning to their 
lives but, instead of preoccupation and anxiety, they demonstrated feeling grateful and happy 
to have those meaningful relationships and they wanted to be emotionally strong for family, 
and so they were.  
This finding is similar to a study with survivors of life-threatening cancer or cardiac 
conditions, where participants indicated that they were aware of the shortness of time and 
found through their spirituality that the relationships with family members, and friends, 
provided them with a higher level of compassion, purpose and meaning in their lives (Young 
et al., 2015). In terms of spirituality, Pinquart, Silbereisen and Fröhlich (2009) note that 
different cultures vary in the roles of spirituality and religiosity in people’s lives.  
In the current study, religion was not specifically asked about, as it was not the focus of this 
study.  Few participants indicated religion as a source of emotional strength. This is consistent 
with the Census report that New Zealand has relatively low participation rates in formal 
religion and increasing numbers who report no religion between 2006 and 2013 (Stats NZ, 
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2013). Rather than formal religion then, in this study, participants’ source of emotional 
strength was drawn from meaningful relationships and altruism to others as their way of 
being.  
The literature suggests that people’s spirituality or religious belief are common sources of 
emotional strength. An integrative review found that participants’ religious faith and 
connection with God, was reported to give  people strength when living with advanced cancer 
(Lin & Bauer-Wu, 2003). Patients frequently cited their faith in a God as a source of comfort 
and strength (Lin & Bauer-Wu, 2003), or peace, and it is related with a positive way of seeing 
their diagnosis (Yang & Yin, 1999). In a recent cross-sectional study of 172 cancer survivors, 
participants’ health behaviours such as healthier eating and greater physical activity were 
associated with religious coping, private prayer and their spiritual identity when coping with 
cancer (Park, Waddington, & Abraham, 2018). This has led some researchers to suggest that 
people with life-threatening illness such as advanced cancer should be encouraged to cogitate 
or even utilise their religious beliefs when reflecting about meaning in life (Bovero et al., 
2016).  
Despite the apparent lack of religion as a source of emotional strength for most of this sample, 
the CCM participants reported increased awareness of their close relationships and connection 
with others that were momentous and very supportive for them, that is, they were a source of 
emotional strength which helped them to deal and live with uncertainty.  
In this process of generating increased emotional strength, some CCM participants stated that 
they developed a sense of hope and used this hope to carry on with their lives. The following 
point briefly presents and discusses the role of hope in this population.   
9.2.3.6 	The	role	of	hope	in	advanced	cancer	population		
Hope is addressed here because it plays a relatively important role in psycho-oncology 
contexts. Though, the current study did not seek to explore the place of hope directly, this 
topic is briefly discussed as some CCM participants reported feeling more hopeful.  
Hope can be an ambiguous topic when related to patients with an incurable cancer, for some 
patients with cancer, hope can be so important that they need to defend it, as in Skeath et al.’s 
(2013) study, many cancer survivors felt protective of their hope against doctors or friends 
who did not support the fact that they had hope. 
Hope may be in relation to different goals, hope might be helpful at times, for instance for 
patients with advanced cancer who have no hope for a cure but, hope for an extended period 
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of time for living. Apart from one CCM participant who related at baseline that he/she was 
hopeful of a cure, most CCM participants had no hope for cure as they were aware that they 
had an incurable diagnosis. A few CCM participants commented that they were hopeful that 
they could  keep living for longer.  
In the current study, hope was expressed in other forms. For example, some of the CCM 
participants hoped that this intervention study would help them to feel emotionally better and 
to feel calmer. And for one person said they wished “to get rid of the anger”. 
Hope may be considered valuable as a motivation for people with a life-threatening illness to 
carry on with their lives, to live well with what they have and who they are, or simply to cope 
better with their situation. In my past experience with patients, it was important to assist 
clients to work towards a realistic hope, identifying hope in other positive factors from where 
clients could extract emotional strength rather than placing hope on a possible cure of an 
incurable cancer. For example, when clients would say that they needed to feel hopeful to 
keep moving toward with their life, I would ask what were their goals at that moment in their 
life, many would say to be cared of, to have comfort, to be pain free, nurtured, having dignity 
and respect from their family members, friends and healthcare professionals. That is, they 
wanted to have a sense of hopefulness related to their comfort (in general), or in having 
quality of life. 
The role of acceptance in the CCM study aimed to reduce the likelihood of the issue of 
unrealistic or false hopes. This is consistent with a study with patients with advanced cancer 
where the data suggested that accepting their terminal diagnosis and the changes in their life 
due to the disease allowed patients to focus on other aspects of their life, and to find more 
adequate coping strategies or other forms of hope (Sachs et al., 2013). 
As indicated in Chapter Three, sustaining hope was considered to be an important component 
of a number of MLTs delivered to patients with advanced cancer. Patients with terminal 
cancer may use hope as a coping mechanism against existential issues such as hopelessness 
(Sachs et al., 2013). In that regard, Breitbart, Rosenfeld, Pessin et al. (2000) stated in a study 
with patients with a terminal illness that hopelessness was related to patients’ desire for 
hastened death and reduced quality of life.  
Other coping strategies can be learnt, which may be beneficial in addition to hope.  For 
instance, people may feel motivated and hopeful and can extract emotional strength by 
remembering  positive outcomes from their own life experiences, including experiences in 
which they had succeeded based on their own efforts. These reflections were included in the 
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CCM intervention. The aim of these reflections was to potentially lead patients with advanced 
cancer to realise that they had coped well previously in life and how emotionally strong they 
had become after the diagnosis so that, when they were faced with difficult situations in the 
future they could be hopeful that they would cope with whatever comes.  
The role of hope in the lives of those with advanced cancer might be considered relevant for 
some and not so important to others. It is suggested therefore that healthcare professionals or 
mindfulness facilitators working with this specific group, take into account that some patients 
may need hope as a source of emotional strength or support. It is advised that professionals 
work toward a realistic hope based on each individual’s conditions and on hope in relation to 
what is meaningful for them.  
9.2.4 Connection	with	others	is	meaningful	and	supportive		
This section discusses the evidence for participants’ increased presence of meaning in life 
after the CCM intervention, participants’ different responses to what was meaningful to them, 
the importance of meaning in life for better coping with advanced cancer in the CCM 
intervention, and in relation to the literature. 
Apart from being interpreted as a source of emotional strength, the CCM participants’ 
connection with others was considered very significant and supportive to them when going 
through difficulties and was reported as giving meaning to their lives. This is consistent with a 
study noted in the earlier literature review (Chapter Three), where researchers emphasised the 
importance of social relationships for people who have a life-limiting illness to feel a sense of 
connectedness with others, that is because this creates meaning in their life aiding their 
adaptation to cope with a terminal disease (Lin & Bauer-Wu, 2003). 
As noted in Chapter Six, the majority of the CCM participants transitioned from a position of 
feeling demoralised at baseline, to a position of feeling satisfied and happy with a clear 
purpose in life as measured by the MLQ at post-intervention. The pre-post effect size was 
moderate - large for presence of meaning in life but, only small and non-significant for search 
for meaning. Interestingly, many CCM participants had a relatively high presence of meaning 
in life at baseline (when measured via the MLQ-Presence subscale) and at post-intervention 
these participants improved their level of presence of meaning even higher. One possible 
interpretation of the high level at baseline might be the description of the study, that is, that it 
included reflections about meaning in life, may have attracted those who were already 
interested and valued this meaning in life. 
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Given the above, in Frankl’s (1959/1992) view, people cannot avoid suffering, but they have 
the freedom to choose how to cope with it, to find meaning in their suffering and then to move 
forward. The big question remains how do people find this meaning? As noted earlier, there 
was a subset of CCM participants at baseline who reported not being aware of what was 
meaningful to them, however at post-intervention, those participants gave clear responses. 
This change suggests that the guidance to reflect on what was meaningful to them in the CCM 
intervention may have led them to start searching for meaning in life. Steger (2013) has stated 
that searching and reflections about meaning in life leads to identifying meaning. This was 
demonstrated by the majority of the CCM participants (89%) at post-intervention who were 
firm and aware about what was meaningful to them.  
9.2.4.1 Participants’	responses	to	the	questions	of	“what	is	meaningful	to	you,	what	brings	
you	joy?”	
This CCM intervention encouraged participants’ reflections on meaning in their lives, with 
open instructions about this. It is acknowledged that every participant has unique life 
experiences and values, people psychologically cope with the disease’ aspects in different 
ways and what is meaningful for individuals will also vary. 
When they were asked about the meaning in their lives, different topics emerged in their 
responses to this question, although their connection with others was a dominant response 
when compared to reporting of other meaningful things. People, mainly their own children, 
grandchildren and spouses, were related frequently in response to this question.  
The meaningfulness of those close relationships indicated by several of the CCM participants 
could potentially be associated with the presence of a support person with the participants 
during the practice of the CCM Sessions. For example, a substantial number of participants 
had a family member or friend by their side listening to the CCM Sessions with them and 
myself as the researcher. These people were present for at least one or more sessions and/or 
during the study’s interviews. It is possible that participants might have felt obliged to 
acknowledge the importance of their supports if the person were present, or were prompted to 
do so by their presence. The similar level of endorsement of support from others, from the rest 
of the groups, however makes this seem less likely. More likely is that the support person’s 
presence may in fact have demonstrated the considerable significance and supportive 
connection that the CCM participants had with others, providing them with feelings of being 
cared for by their family members and enhancing the value of this relationship. This relation 
between valuable connection with others and having a high purpose or meaning in life was 
noted by Pinquart et al. (2009) and Tomás-Sábado et al. (2015) in Chapter Three. In a recent 
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review study, the authors recommend the inclusion of patients’ partners or caregivers into the 
sessions of psychological interventions involving meaning in life for patients with advanced 
cancer in order to expand the interventions’ benefits (Blanckenburg & Leppin, 2018).  
Apart from the connection with people, a few participants said that simple things in life were 
meaningful to them. Their responses were very clear when they cited activities like gardening, 
playing golf, growing chickens, practicing art and going for walks. The meaningfulness of 
these simple things in life, reported by the CCM participants, has also been noted in to be 
associated with maintaining daily activities or a routine as a protective coping style in 
response to potential existential issues in those with cancer (Salander, 2018). Salander (2018) 
explains that when cancer patients are attached to their everyday life routine, for instance, 
walking, or running every morning, it helps them to feel “normal.” Realising that they can 
still do what they used to do before the cancer (probably with limitations, and with the 
awareness of having cancer and the possibility of dying soon), reinforces their identity. That 
finding however differs from a study cited in Chapter Three which reported that in people 
with advanced cancer, former methods of coping such as hobbies, travelling or sports no 
longer had meaning to them at the end of their life (Tomás-Sábado et al., 2015). In contrast, 
Salander (2018) states that the everyday life routine may make cancer patients feel alive and 
this is what some people find to be meaningful - it is about living instead of dying. This 
discrepancy might be related to how ill people are and proximity to end of life. 
The CCM intervention guided participants to reflect about meaning in their life in order to 
address potential existential issues and to assist them in coping with the advanced disease. 
Finding meaningful activities or relationships provided CCM participants, may have 
influenced better coping or psychological adaptation to their current situation. If so, that 
would be consistent with a study with cancer patients where participants’ high levels of 
meaning in life were correlated with better psychological adjustment to the illness (Schnoll et 
al., 2002). 
As reviewed earlier in in Chapter Three, Frankl (1959/1992) and King (2004) relate meaning 
in life to the attitude that people have towards suffering. The literature suggests that, post-
cancer diagnosis, life is felt by cancer patients to be more meaningful or purposeful than 
before cancer (Skeath et al., 2013). In this regard, Carlson (2013) explains that for patients 
with cancer, finding meaning in their life is part of their growing spirituality and connection 
with others, which contributes to their personal transformation involving feelings of gratitude 
and compassion.  
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The importance of meaning in life for better coping with advanced cancer is exemplified by 
several studies. In Lee et al.’s (2004) study reviewing 44 papers on the meaning in life in the 
context of cancer, they concluded that  finding meaning in life was directly related to 
enhanced coping with cancer, as people extract benefit from their cancer experience. 
Similarly, in Schnoll et al. (2002) study with 109 cancer survivors, the authors found that 
higher meaning in life was correlated with better psychological adjustment. The increased 
meaning in life in other two studies resulted in higher quality of life and reduced existential 
distress (Henry et al., 2010), despair and suffering (Breitbart & Masterson, 2016). The 
significance of developing interventions to help cancer patients to find purpose in life is 
emphasised in another study, showing evidence that breast cancer survivors who had a solid 
purpose in life were more prone to be happy than those who did not have it (Kang et al., 
2017). 
The relevance of including reflections about meaning in life in the CCM intervention is 
confirmed by the literature and results in the current study. 
In this CCM study, many participants reported that their cancer diagnosis had made them 
more focused on meaning in life, which they saw as being built via relationships with other 
people and engaging in meaningful activities. Alison, for example, said at baseline that while 
her health would allow, she wanted to travel with her daughter because that was important for 
her. At post-intervention she had been away on a trip with her daughter.  
Some of the CCM participants discovered new meanings in their lives, especially those who 
did not know what was meaningful for them at baseline, such as, Gale, Liam, and Jess, who at 
post-intervention reported a number of activities and people that brought them joy and made 
them feel fulfilled, such as having a son, a daughter and growing chickens. Those were noted 
as meaningful people and activities that made them happy and helped them to cope better 
with the difficult moments that they were experiencing. Aligned with that, other researchers 
argue that people can find new meanings in their life and experience psychological wellbeing 
when having a life-threatening illness (Stone & Clarke, 2007).  
Results from the quantitative analysis in the current study, showed that a number of the CCM 
participants were searching for meaning in life at baseline and were still searching at post-
intervention. In that regard, Steger (2013) states that some people are always looking for new 
meanings in life, restlessly seeking for the next meaning, while others revisit the same 
meanings repetitively in order to consolidate old meanings. In the latter case, that could be 
seen as a positive strategy rather than the dissatisfied continual searching implied by Steger. 
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The re-visiting and consolidation of old meanings was seen in several CCM participants who 
stated that what was meaningful to them at baseline, was reinforced by the CCM intervention 
and it did not change.   
One possible interpretation, may be that these participants, instead of looking for new 
meanings in their lives, may have felt that they had limited time left and simply chose to 
consolidate the existing meaning in their life, with their family and friends. For a number of 
CCM participants who have acknowledged their cancer prognosis, time was referred as an 
issue due to the possibility of having little time left to live. 
Importantly, no aversive or negative associations from reflecting on meaning in life was 
found in the current study. Even the participant who was resistant to the acceptance aspect, 
picked up on the meaning in life aspect and re-started previously meaningful activities during 
the CCM intervention.  Participants’ connections with others and meaningful relationships 
were found to be supportive and to have contributed positively to their coping with advanced 
cancer.  
9.2.5 Participants’	new	attitudes,	skills,	and	actions	
The CCM participants reported while receiving the CCM intervention, and at post 
intervention, that they became more aware and reflective, and these reflections led to new 
attitudes, skills, and experiences (as reported in detail in Chapters Seven and Eight). In this 
section, interpretations are discussed about the CCM participants’ new attitudes, skills, and 
actions, along with the opportunities they took to act differently and how much more they 
could do, despite the fact that they had an advanced disease. 
What specifically motivated the CCM participants to experience life events and to act 
differently, is not clear in the data as they did not report a clear relationship between their 
actions and the CCM intervention. Participants’ actions may have been influenced by the 
CCM intervention which encouraged some reflections, and/or by the fact that they have a 
serious illness which have made them live their life in a more intense way as they were 
potentially faced with the end of life.  
During the guided reflections in the CCM intervention, participants made time, and room to 
think about the important things they needed or wanted to do, and about the important people 
in their lives. As Jo said at the post-intervention interview, she would not have gone back to 
think about the past friendships had she not joined the CCM study. It is possible that their 
decisions to make time for family and friends might have been related to those reflections and 
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their new coping skills, including the acknowledgement of their advanced cancer. Some 
reported that once they had time to reflect, and could use the breathing technique to “breathe 
through the chaos” of living with an incurable cancer, they could act on what was important 
to them. This is consistent with literature reviewed earlier where Chochinov et al. (2000) for 
example, noted that emotional reactions arise when people become aware of the disease’s 
progression. Hayes, Strosahl and Wilson (1999b, 2012) stated that when people become 
aware of their values, they start behaving according to those chosen values, represented as 
committed actions. These committed actions are associated with an acceptance attitude 
targeted in the ACT intervention, consistent with the acceptance stance encouraged in the 
CCM study. 
Similarly,  Baer (2015) also noted the link between values and meaning in life, people’s 
values motivate their actions due a profound sense of meaning, and this is related to beneficial 
psychological health. Demonstrating this, once the CCM participants had a clear sense of 
meaning in their lives they experienced better psychological adaptation to their current 
situation as a result. These participants reported feeling motivated to practice their new skills, 
for example, expressing to their loved ones how meaningful they were to the participant, 
spending time with loved ones by cooking dinner for their children or grandchildren. Others 
including Mel and Jo commented enjoying the peacefulness of a simple walk in bare feet, 
inviting an old friend for a coffee and reminiscing about the time when they were children or 
about their parents, which they have not done previously. 
9.2.5.1 Holidays	used	as	opportunities	for	new	actions	and	attitudes	
The CCM participants had increased opportunities during the holiday period to be with their 
loved ones and also to act differently from previous holidays. Data collection for several of 
the CCM participants occurred during the Christmas and New Year’s holiday period during 
2016 and 2017. For example, Jo commented that this time she agreed with her friends to not 
buy Christmas presents but instead she would travel to visit them, to simply to be present with 
them and enjoy being together, and she did. The timing of the intervention around the holiday 
period then appeared to be a positive aspect in the current study as it was advantageous for 
these participants.    
9.2.5.2 More	than	just	reflections	
The initiative shown by the CCM participants in taking action, was a particularly meaningful 
finding in the current study, in this vulnerable and potentially unwell group. The intention of 
this intervention study was to provide them with assistance with their psychological 
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adaptation so that they would feel calmer, more accepting with improved presence of meaning 
in life, and able to using mindful coping skills. The assumption then, was there might be 
psychological changes and improved skills. However these data indicate that CCM 
participants did much more than just reflect. This was demonstrated by their new actions, 
skills and attitudes, all despite having an advanced disease.  
Participants displayed fortitude in making time to spend with family despite how they felt 
physically, in the midst of side effects from chemotherapy and or dealing with all the other 
adversities described previously in Chapter Seven. Some resolved unfinished business such as 
simply saying that they have forgiven someone.  This finding that they took new actions after 
the CCM intervention, suggests that when such support is offered to facilitate psychological 
adaptation, people with advanced cancer may embrace much more than acknowledging 
unwanted thoughts or facing an incurable cancer with psychological flexibility. The CCM 
participants walked this “bridge” with confidence, with clear meanings or purpose in their 
lives, not only reflecting on and dealing with the uncertainties and adversities that they live 
with, but taking actions as well, demonstrating emotional strength and flexibility to keep 
dealing and living with the disease course. There appeared to be a change of perspective in 
order to better adapt to the advanced diagnosis. As Jude said at post-intervention, the 
breathing exercise assisted her in having a clear mind which helped her to “see through 
things.”  
Participants demonstrated experiencing a change of perspective in order to better adapt to 
their current reality. The interpretation of this is that they needed to see things from another 
angle to cope better.  
The following merged result describes the CCM participants’ changes of perspective in 
relation to their advanced cancer and how their mindful coping skills potentially had an 
influence in that aspect of their lives. Although individual characteristics clearly played a role 
in how they cope in general, the participants’ change of perspective appeared to be related to 
their increased observant awareness of their life experiences, emotional flexibility, and 
revisiting the priorities in their lives. 
9.2.6 A	change	of	perspective	in	order	to	better	adapt	to	the	advanced	diagnosis	
The CCM participants’ showed evidence of a change of perspectives in relation to the 
diagnosis of advanced cancer. Consistent with my previous observations in patients receiving 
palliative care and in this CCM sample, participants noted oscillation in their perspectives, 
thoughts and actions. Some patients saw the incurable disease as an opportunity for a change 
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of perspective leading to family reconciliations, and resolving other concerns, like offering 
forgiveness. Others though, experience their illness as an intense period of drastic and 
negative changes in their life while some other patients say that life after a cancer diagnosis 
just became different from before the diagnosis. 
Skeath and colleagues (2013) found in their study that patients with cancer related their illness 
to a wake-up call about mortality, or an opportunity to learn lessons that were associated to 
positive changes that transformed their life (Skeath et al., 2013). However, based on the 
findings of the current study, it is proposed that although the change of perspective derives 
from a state of vulnerability, being vulnerable also brought up positive outcomes in relation to 
participants’ advanced cancer experience. The CCM participants’ states of vulnerability at pre 
and post-intervention impacted on their attitudes and perspectives in facing their advanced 
diagnosis. Sometimes they felt as they were in battle and other times that they were at peace.  
Regardless of these differences in thoughts and attitudes to the disease, the CCM participants’ 
changes of perspective were related to different aspects of their lives such as Gratitude and 
Life Appreciation noted in Chapter Seven. For example, many of the CCM participants 
noticed that they appreciated life more than before the advanced cancer diagnosis. Similarly, 
in the Mahon and Casperson (1997) study with people with recurrent cancer, the authors 
found that participants also started appreciating life more strongly than before, but that 
happened at the time of the advanced diagnosis, not at the early stages of the disease (Mahon 
& Casperson, 1997).  
Considering the above findings, it is likely that the advanced cancer diagnosis has great 
impact in people’s life because it is life-threatening, and this impact motivates people to 
change. The converse of this situation is those diagnosed with early stage or treatable cancer 
may not experience major or dramatic changes of perspective in their lives, as the diagnosis 
was not life-threatening and they can feel hope for a cure. In contrast, when cancer is 
advanced and the prognosis is poor, as with the CCM participants, these patients face a 
possible transition to the end of life and with this uncertainty they may feel fear, hopelessness, 
and perhaps isolation, an urgency to make decisions that they have never had to think about 
before, and financial issues related to healthcare.   
Some CCM participants had received an advanced cancer diagnosis  after an earlier diagnosis 
and treatment of a cancer which had spread.  Others, when their cancer was first detected, 
their cancer was already at an advanced stage. Half of the CCM participants were feeling 
distressed, vulnerable and demoralised at baseline (confirmed by both quantitative and 
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qualitative data sets) and had decided to join the current study hoping to feel and cope better. 
In that regard, Breitbart and Masterson (2016) have stated that it takes a considerable amount 
of courage and effort for those with advanced cancer to find the energy and inner strength to 
decide to carry on with their lives despite an uncertain future. Dong et al. (2016, p. 1385), has 
noted that these patients therefore need support and “ultimately need to feel empowered, 
secure and competent in self-management and at peace.” The CCM evidences support both 
these identified needs and the benefits of an intervention to meet this need for psychological 
support. 
It is recognised that the current study’s sample is not necessarily representative of the whole 
advanced cancer population. This was a help-seeking sample, who joined this study hoping to 
feel better, as reported at baseline. In addition, there was variability and unpredictability in 
their health status, as I observed three of the CCM participants were admitted to the local 
hospice due to rapid health deterioration. 
9.2.6.1 A	change	of	perspective	in	relation	to	increased	awareness	
Both strands of the research provided evidence of a considerable shift in participants’ 
perspective and awareness at post-intervention. The large effect size increase in awareness on 
the MCS-Awareness subscale is consistent with another study which found a large pre-post 
effect size (d = 1.01) in a sample of 38 adult psychiatric outpatients (Tharaldsen & Bru, 
2012).  
For some CCM participants, this change of perspective had to some extent at least, occurred 
shortly after the advanced cancer diagnosis, prior to the CCM intervention. For others, there 
was clearly significant shift evident at post-intervention with those participants indicating that 
they had been noticed and reflecting on these changes during the post-intervention interview. 
The CCM Sessions aimed to provide them with time to generate awareness, and for reflection 
on ways to keep living their lives with an advanced diagnosis. As noted in Chapter Two, 
when people acquire an observant form of awareness they can see things more clearly and 
distance themselves from, in the face of intrusive thoughts. Shifting their perspective using 
these strategies, can positively affect their life experiences (Williams & Penman, 2011). 
Being more aware of their life experiences and how they live their life, may have facilitated 
this change of perspective for the CCM participants. Benzo (2013, p. 180) piloted a 
qualitative study with 44 patients with severe Chronic Obstructive Pulmonary Disease - 
COPD (a life limiting illness), found that mindfulness training fostered among other aspects 
“valuing the self” and “appreciating life” and could therefore lead to “re-conceptualisation of 
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health and illness.” Such change, as noted above, in participants’ thinking about life and the 
re-directing of their thoughts, resonates with the concept of reconceptualization that Benzo 
poses. 
9.2.6.2 A	change	of	perspective	in	relation	to	optimism	
Shapiro and colleagues (2006) have claimed that mindfulness practice can lead to a shift in 
perspective and then to a more optimistic way of perceiving life’s experiences (Shapiro et al., 
2006) and a more positive outlook on life in general. In this present study, the changes of 
perspective noted above could have contributed to some CCM participants moving towards a 
more optimistic outlook as they became more aware of their way of being. Although several 
CCM participants demonstrated an optimistic attitude at baseline, others were clearly more 
optimistic and hopeful at post-intervention compared to baseline.  
Being an optimistic person potentially influences the way a person copes with a disease. For 
example, Robin was emphatic at both assessment points that her optimism was something that 
helped her to cope better with her illness. She believed that she would cope well so it was 
likely that the way that she traversed the course of the disease would have been easier than 
someone who was not optimistic. Miller et al. (1996) and Schnoll et al. (2002) found in 
patients with advanced cancer and in cancer survivors that optimism was highly related to 
well-being and psychological adjustment. 
This optimism appeared to be related to psychological flexibility/acceptance and the way 
participants experienced the CCM intervention. Those who were optimistic or had a positive 
attitude towards their current situation, navigated their adversities with more facility when 
compared to those who were in a fighting attitude or who were psychologically inflexible, or 
not accepting their current situation. 
9.2.6.3 A	change	of	perspective	in	relation	to	psychological	flexibility	
The CCM participants’ characteristic way of being, or their previous life experiences, 
appeared to influence in the way they faced the disease and their new reality after the 
advanced diagnosis. Acquiring psychological flexibility, aligned with an acceptance stance 
was helpful to participants: As they tried to adjust their lives acknowledging what would 
come in the future, and embracing rather than judging experiences. For participants who had 
been destabilized, were feeling out of their control by too many adverse life events and 
constant uncertainty. There was point during the CCM when they shifted to becoming more 
psychologically flexible to be able to navigate the adversities and to see what life brings next, 
with an acceptance stance.   
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Some have been facing the future holding onto hoping for a new treatment of an extended life 
expectancy, while others had been preoccupied about adverse outcomes of rapidly 
deteriorating health. Regardless of the scenario, the future was uncertain and participants kept 
having no control over that aspect. For this reason, they needed a change of perspective to 
acquiring psychological flexibility to better cope and adapt to those fluctuating possibilities as 
commonly experienced by people with advanced cancer.  
How they learned to become psychologically flexible is likely to be related to their previous 
life experiences, to their willingness to accept changes and to their coping mechanisms as 
well as their use of the CCM strategies. Although, the CCM intervention was only four 
weeks, some people changed quickly while other people took longer. 
Apart from the flexibility and optimism noted here, other authors have noted that other personality 
characteristics may have an impact on the perspective that patients take in the way they see and 
face the disease course. For example, Chochinov and colleagues (2007) note that patients with 
advanced cancer’ personality characteristics may influence  how patients experience death - in the 
authors’ words, “who they are” may influence the experience of “how they die” (Chochinov et al., 
2007). Another study stated that people’s tendency to emotional repression  might mediate the 
relationship between mindfulness training and treatment outcome (Shapiro et al., 2006). Although, 
these variables were not measured in this study, it is acknowledged that factors such as personality 
characteristics, mood and sociocultural contexts may have an effect in the way that participants 
experienced the current CCM intervention. 
9.2.6.4 A	change	of	perspective	in	relation	to	priorities	
The CCM participants’ change of perspective influenced their priorities in life - what used to 
be important was reported as not important anymore, or what was not significant before the 
diagnosis became to be very important after the diagnosis. This finding is supported by Baer 
(2015) who proposed that people could be helped to shift their focus to what is satisfying to 
them, especially if they were previously focused on irrelevant things and neglecting relevant 
issues. 
It is likely that the CCM intervention assisted many participants to reflect on their priorities 
after the CCM Session Three where they were guided to reflect on what was meaningful in 
their lives. The literature in this area emphasises the importance of the development and 
maintenance of psychological well-being for patients with serious illness, by helping them to 
find out what matters the most for them, what is important and meaningful in their present 
moment (Folkman & Greer, 2000). 
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Once the CCM participants knew what was meaningful to them, they made priorities for that 
and spent time with family, or doing their favourite activities as reported earlier. 
9.2.6.5 A	change	of	perspective	in	relation	to	gratitude	
Regarding their change of perspective, the CCM participants spoke of feeling gratitude when 
they transitioned to a position of resolution. This was also reported in a large national sample 
of cancer survivors in the USA (n=5149). Those researchers explained that cancer patients 
commonly express gratitude that their cancer was detected early, meaning that they are not 
going to die soon, that there is treatment available, that their cancer is curable, then for being 
cancer free and able to continue live their lives normally (Adorno et al., 2018). 
In contrast though, these CCM participants were not cancer free, and did not have good health 
for which to feel grateful. They all had incurable cancers and yet they still spoke of feeling 
gratitude, being grateful or “lucky” for still being alive. This shows a great change of 
perspective in the way most of the CCM participants perceived their life. Feeling gratitude for 
being alive, is in my opinion, much more difficult than feeling gratitude for being cured - it is 
a different state or position of awareness. 
9.2.6.6 A	change	of	perspective	in	relation	to	guilt	and	worry	
The CCM participants also demonstrated a change of perspective related to feelings of guilt. The 
guilt that some participants reported at baseline was related to whether they might have caused 
their cancer due to their lifestyle. This guilt was noted in the earlier review (Chapter Three) when 
Frankl explains in Logotherapy the "tragic triad;" three existential issues that, in his opinion, all 
humans will face at some point in life; suffering, guilt and death (Frankl, 2006) and Puchalski 
(2006) agrees with Frankl informing that the impact of this triad is usually experienced by patients 
with cancer.   
After suffering, this guilt in patients with cancer has also been reported by Hulbert-Williams et al. 
(2015), the authors explain that smokers, for instance, may become fused with the thought that 
because of unhealthy lifestyles or decision making they may have caused their cancer, leading to 
rumination of these thoughts and ongoing distress. Interestingly, such guilt was not present for the 
CCM participants at post-intervention, Mel, for example, who said at baseline that she felt she had 
caused her lung cancer because she was a smoker for many years; did not mention guilt at post-
intervention - she said she was not worried anymore and was feeling peaceful. This was 




This section addresses the specific aim of the current study about evaluating qualitatively how 
participants experienced the CCM intervention. While potentially assisting the CCM 
participants to dealing with their current reality, the CCM intervention was experienced by 
most of them, as a positive approach and a readily available tool for support. Possible 
characteristics of the CCM intervention which contributed to this result are discussed along 
with the need and the lack of psychological support and the types of psychological support for 
the targeted group.  
9.2.7.1 The	CCM	intervention’s	format	
Participants’ description of the CCM intervention as a readily available tool of support, may 
be related to one positive aspect reported by some participants about the CCM format in 
relation to its practicability/usefulness. The pre-recorded audio sessions could be accessed 
easily via their mobile phones or in other devices of their choice in the podcast or CD 
versions which  they used at home or in any other location. This indicates that the easy 
accessibility in the format of the intervention contributed to making it useful and helpful to 
the CCM participants.  Some described using the CCM Sessions, for example, for sleeping 
issues or to reduce feelings of anxiety in hospital. In addition, the CCM participants did not 
report any particular burden in listening to the CCM Sessions.  
Another aspect of the intervention’s format that was valued was the flexibility in location of 
delivery. Although participants were offered a choice of location, every participant elected to 
have it delivered at home. The CCM participants then did not face travel issues to receive the 
intervention. A number of participants reported that they felt that receiving the CCM 
intervention at their home was comfortable and made the practice easier for them considering 
their limitations related to their health conditions. This is aligned with findings in another  
study where patients with advanced cancer reported that they liked being able to receive the 
intervention from the comfort of their own home and without having to travel to the medical 
center for yet another visit (Passik et al., 2005).   
The comforting aspects of being at home such as the safety feeling of being in a familiar 
environment, also allowed participants to have more contact with family (and pets, where this 
was important). Some family members attended the CCM assessments and sessions in support 
of the family member’s participation, as noted earlier. Although this was not evaluated in this 
study, other literature has noted the value in including family members in such therapies for 
those with advanced cancer (Blanckenburg & Leppin, 2018). As well as having benefits for 
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the person with cancer, it may also be helpful for carers to be aware of potentially helpful 
strategies that they could encourage their family to use when distressed. 
The length of the intervention was viewed as appropriate by the CCM participants. They 
described it as a “nice and short” duration treatment - they liked knowing in advance that each 
session would take about 20 minutes so they could plan their time before listening to it. It can 
be concluded from participants’ feedback that these aspects of the CCM intervention noted 
above made it a readily available self-management tool of support for these participants. 
The duration of each individual CCM visit with myself as the researcher was between 30 to 
45 minutes. The session length depended on how well the participants were feeling, and how 
talkative participants were, with shorter sessions if they were feeling unwell or had less 
energy, lasting just for the duration of the 20 minutes meditation listening of the pre-recorded 
CCM Session. I followed the participants’ pace and the same happened when we met for data 
collection (at pre and post-intervention). The ease of use and low-burden characteristics of the 
intervention as well as the home visit format of the CCM assessment and intervention are 
likely to have contributed to the study’s high adherence. 
In addition, open access to the intervention sessions might have had an impact on the way in 
which this group of participants cope with their advanced disease.  Further research is 
required about this aspect of treatment.  
9.2.7.2 Zero	attrition	
In the current study, there was zero attrition, which is rare in intervention studies with a 
vulnerable population like these patients with advanced cancer.   
The higher attrition rate in other studies is related to a number of issues that can impede 
participation in intervention studies for this vulnerable group with advanced cancer. These 
include group format interventions which pose logistical barriers that affect participants’ 
ability to attend the sessions (Breitbart et al., 2015), participants being too ill to join a study 
(Chochinov et al., 2011; Stewart, 2014) or their physical health decline or death during a 
study (Cook, 2012; Lo et al., 2014). The burden associated with participation in some 
intervention studies was identified as an issue for recruitment and results in low participation 
in psychosocial oncology research (van Lankveld et al., 2018).  
Moreover, a number of additional challenges were noted in Chapter Two, where the 
interventions were relatively long in length, participants faced travel issues, and the 
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treatments often clashed with the frequent other health appointments common in this 
relatively unwell group (Zimmermann et al., 2018). 
As noted above, participants gave encouraging feedback about the utility and low-burden 
aspects of the CCM intervention, which along with home-delivery of the intervention allowed 
participants to complete the full intervention even when they were feeling unwell. Great care 
was taken in the design and delivery of the CCM intervention to avoid burden and minimise 
any kind of discomfort during their participation in this research project. 
The implications of this excellent completion rate in the CCM intervention is that 
investigators/facilitators delivering this type of intervention, should ensure that it is low-
burden, must be prepared to travel to reach this group at their homes and should be flexible 
about timing of sessions. Results from the systematic literature review in Chapter Two 
confirm that the flexibility of the facilitator in delivery, delivery setting and the use of 
simplified (low-intensity) mindfulness-based interventions, is considered to be optimal in 
facilitating the participation of patients facing life-limiting cancers in this kind of treatment 
(Zimmermann et al., 2018).  
Lo et al. (2002) has highlighted the importance for researchers to allow sufficient time and 
flexibility in  the delivery of interventions to patients with advanced cancer, as establishing 
rapport, understanding and trust cannot be acquired speedily. Other recommendations made 
for investigators or those facilitating an intervention for vulnerable participants with chronic 
or incurable illness include the need to ensure the comfort of the participants prior interviews, 
flexibility in planning and booking time for the interviews, and participants should feel that 
when participating in a research, they are contributing to it along with the researcher 
(Campbell-Crofts, Field, & Fetherstonhaugh, 2013). Tailoring session duration to each 
participant’s pace and needs, is considered by researchers to be a clinical strength when 
researching with this advanced cancer population (Henry et al., 2010). These delivery factors 
and attention to pacing may have positively influenced the results of the current study.  
In summary, the CCM intervention was experienced by CCM participants as a whole as a 
readily available tool of support due to its characteristics such as easy accessibility, low-
burden, individual format of home delivery, following each participants’ pace, a relatively 
short treatment duration, and its practicability. These delivery characteristics of the CCM 
intervention were acknowledged in the participants’ positive feedback in the interviews as 
well as the content of the CCM intervention, both of which are likely to have contributed to 
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the study’s 100% adherence and the promising preliminary outcomes of the CCM 
intervention. 
9.2.7.3 Recommendation	
The literature reviews have highlighted the need for more research on how best to deliver 
evidence-based interventions for people with metastatic cancer in an low-burden and 
accessible format and conducted in a sensitive manner. Not only should the interventions’ 
length be considered but, the interviews’ length, which has been frequently identified by 
patients with cancer stage IV as a burden to research participation (Beatty et al., 2017; Cook, 
2012).     
More than a decade ago, McMillan and Weitzner (2003) recommended that investigators 
should anticipate some of these issues along with the slow recruitment and high attrition rates, 
and allow extra time and staff for the project when researching and recruiting palliative 
care/advanced cancer populations. In addition, a review study highlighted the challenge of 
managing to provide  efficacious interventions for advanced cancer population and of easy 
accessibility, with that review concluding that evidence-based interventions in an low-burden 
and accessible format are required (Beatty et al., 2017).   
As discussed earlier, papers by Beatty et al. (2017) and Weaver et al. (2006) consider that this 
type of intervention could reduce the number of hospital readmissions. In their view, low-
burden psychological interventions could enable patients to better cope with the disease 
course at home if interventions were in an individual format, accessible, and of low-intensity. 
Interventions with these characteristics are associated with higher retention and adherence 
rates and consequently patients are likely to benefit through feeling less anxious with reduced 
distress, and psychologically supported. 
9.2.7.4 The	CCM	intervention	was	offered	to	participants	at	different	times	post-diagnosis		
 It is important to acknowledge that participants entered this CCM study at different phases in 
relation to the course of their disease and time post-diagnosis, and this may have influenced 
the way in which each participant perceived the CCM intervention. Participants who have 
lived with an advanced cancer diagnosis for just a few months may perceive the CCM 
intervention differently from participants who have lived with advanced cancer for many 
years. McCoubrie and Davies (2006) reported that cancer patients with a recent diagnosis may 
be more prone to depression and anxiety than those who had been diagnosed for a longer 
period. Their conclusion was that with the passing of time, the distress is lower as people may 
have developed a degree of coping with the disease. 
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In this CCM study, there was a wide range in time since diagnosis of advanced cancer and 
considerable variability in adjustment. There were examples of those with a recent diagnosis 
who were in fighting mode such as Alex (diagnosed three months earlier) who stated at 
baseline that she was “desperate to survive,” and she was focused on getting better and so she 
could not accept her diagnosis. There were also examples of those with a longstanding 
diagnosis who were coping well-for example, Ashley diagnosed 20 years earlier, reported at 
baseline that she accepted that the cancer was incurable and she was coping with it, displaying 
hope and feelings of peacefulness. Although it was clear that some who had been diagnosed 
the longest had adjusted to their situation, for the relatively recently diagnosed, there was a 
very mixed picture, for example Kelly ( diagnosed one month previously) was accepting, 
while Liam (diagnosed nine months earlier) was in fighting mode. 
After comparing other CCM participants’ attitudes of acceptance, use of mindful coping skills 
and their reports about meaning in their lives in relation to their time post-diagnosis, no 
pattern was found in the qualitative data. However, in the quantitative data there was a 
significant finding - longer duration since diagnosis was associated with higher levels of 
acceptance (AAQ-II). This means that participants who were living with the advanced cancer 
diagnosis for a longer period of time were more accepting and more psychologically flexible 
than those more recently diagnosed. This leads to the conclusion that in this sample at least, 
the time since diagnosis is a factor in the ability of patients with advanced cancer to acquire 
an acceptance stance.  
In order to seek patterns in data and to investigate if the time in which participants were 
approached to receive the intervention was appropriate to them, results from qualitative and 
quantitative data from all CCM participants with a recent diagnosis were analysed and 
compared to the ones with an old diagnosis and analysed the results on the presence of 
“fighting attitudes” or acceptance attitudes at baseline, and no pattern was found at baseline 
nor at post-intervention. Braun and Clarke (2006) outline that the lack of pattern and 
contradictions are very common in research and suggest that patterns in data are questionable, 
unless a full and meticulous explanation to justify the results is provided. This lack of 
relationship between time since diagnosis and adjustment is consistent with a paper by Ellis et 
al. (2017) which confirmed that the diagnosis of an advanced illness entails psychological 
adjustment/coping but, how long it takes for people to adjust could vary. Other studies have 
also reported no relationship between adjustment and time since diagnosis in cancer survivors 
(Adorno et al., 2018; Schnoll et al., 2002) or among patients with metastatic cancer 
(Reynolds, Bissett, Porter, & Consedine, 2017). Moreover, Lee et al. (2004) explain that 
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several other characteristics such as patients’ age, social context, cancer type and the various 
prognostic factors may affect the way people make sense of their cancer situation, not only 
the time since the cancer diagnosis was received. 
Given this lack of relationship between time since diagnosis and adjustment, there is no clear 
indication about the most appropriate time to offer an intervention to adults with advanced 
cancer, so ideally, all should be offered the opportunity for support, regardless of the time 
since their diagnosis.  
Notwithstanding the building evidence that there does not seem to be a predictable 
relationship between time since diagnosis and adjustment, given the acknowledged need for 
support in  many of those with advanced cancer, other studies have looked at the issue from 
the question - when is the most appropriate time to offer psychological support for patients 
with advanced cancer? 
In a randomised control pilot study of a Meaning-Making Intervention with women with 
advanced cancer, the researchers stated that it was unknown whether there is an optimal time 
to encourage patients with advanced cancer to engage in a guided intervention (Henry et al., 
2010). This issue was explored in  a recent longitudinal study with 333 cancer patients. That 
study reported that 67% of the cancer patients with significant distress, did not wish to use the 
psycho-oncology support immediately when it was offered to them (Tondorf et al., 2018). 
This suggests that just after receiving a cancer diagnosis, people may need more time to 
process the news. Some of the CCM participants reported feeling shock and confusion at the 
moment of the “bad news” as has been reported in other studies noted earlier in this thesis. 
Indeed, one recent study, Cohen et al. (2018) with 83 cancer patients reported that when 
cancer patients had advanced disease (stages III and IV), they were significantly more likely 
to look for psychosocial oncological services than those with early stage cancer. 
It is concluded then, that a number of aspects related to the disease prognosis may influence 
the way that people will feel and react to such news, depending on the stage of the disease, if 
it is curable or incurable, if there are promising treatments or no treatments available, all these 
factors may potentially determine if people would wish to receive psychological support or 
not.  
There might be controversies in relation to the “right time” or in which stage of cancer is the 
most suitable to offer psychological support to cancer patients. Some people may feel that 
they do not wish to receive support while other people may think differently. Despite 
questions about the “right time” or stage of the disease to offer treatment, the offer of 
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psychological support can potentially assist people who receive a diagnosis of a life-
threatening illness. It is unlikely that harm would be done if support is simply offered. On the 
other hand, as seen in the CCM study participants, when it is not offered, cancer patients who 
might wish to receive support are then neglected.  
9.2.7.5 The	CCM	intervention	in	relation	to	participants’	cancer	stage	(III	and	IV)	
The subgroup analysis conducted to determine whether cancer stage affected participants’ 
responses to the CCM intervention, showed no statistical significance between the stage III 
and stage IV cancer groups (Table 6.6). There were more large pre-post effect sizes within the 
stage IV group, with more variability in extent of change for the stage III group for the 
acceptance, mindful coping skills and meaning in life measures.   
9.2.7.6 The	benefits	of	psychological	interventions	in	helping	people	transition	to	a	state	of	
resolution	
When support is received, those with advanced cancer generally show reduced psychological 
symptoms or improved awareness of their situation. After receiving the CCM intervention, 
the majority of these participants still exhibited vulnerability but they became more aware – 
they knew that they were coping with the disease course and its symptoms, and recognising 
that their lives had a meaning beyond cancer. They also displayed understanding that there 
was no room for avoidance as the diagnosis/prognosis does not change. 
Many of the CCM participants’ pathways and experiences of transition, appeared to align 
with the stages experienced by people with a terminal disease, conceptualised using the “Satir 
change model” (Newton, 2009). This model explains the six stages people go when living 
with an incurable disease. In the “Satir change model” people have initially an old status quo 
(first stage), meaning that things are predictable and familiar, then in the second stage, a 
foreign element arrives such as an incurable cancer and threatens to change the status quo, 
leading to chaos (third stage), where people are in a state of limbo in which things seem to be 
totally out of control. The fourth stage is a transformational idea, such the idea of a new 
treatment or a new possibility that helps people find a way through the chaos. Then there is 
practice (fifth stage) when people then decide to try out new possibilities, such as starting 
treatment or other endeavor, and after that there is a new status quo (sixth stage). In the sixth 
stage, an integration of a new way of being and doing is established, meaning that these 
people reach a place of resolution (Newton, 2009).  
When most of the CCM participants were approached to participate in the current study’s 
intervention, they seemed likely being at the “chaos” third stage of the “Satir change model” 
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in which is comparable in the current study with the state of Vulnerability in Battle. CCM 
participants reported that through undertaking the CCM intervention, they also experienced 
taking new actions in situations in their life and with family and friends and changes of 
perspective. At post intervention, it could be said that many had reached a new status quo, 
labelled in the current study as Vulnerability in Peace, where some participants reported to 
feel a sense of peace. This is consistent with another study where the sense of inner peace 
(along with a sense of joy) was identified in patients with advanced cancer as indicator of 
psycho-spiritual well-being (Lin & Bauer-Wu, 2003).  
In summary, when CCM participants were approached to join the CCM intervention study, 
they were in different phases of adjusting to their diagnosis and at different times post-
diagnosis. The “Satir model of change” provides a useful framework to conceptualise the 
stages that those with advanced cancer progress through, and this was consistent with the 
themes emerging from these data in the CCM study. The data from this study is consistent 
with literature suggesting that is not possible to predict the most appropriate time to offer 
support to this population. Regardless of the timing, it was evident in this study (and 
consistent with other studies) that those with advanced cancer who take up therapy, benefit 
from it. Most CCM participants improved their mindful coping skills, acquired an acceptance 
stance, and adopted new actions, living according to what was meaningful to them.  
Despite the CCM participants’ improved mindful coping skills and the earlier noted 
advantages of this low-burden type of intervention for this targeted group, challenges were 
faced during this research project, which leads to another topic of discussion about what was 
involved in the current research processes, covered in the next section. 
9.3  Review of the research processes  
9.3.1 The	feasibility	of	the	recruitment	strategy	
To evaluate the feasibility of the recruitment strategy was one of the aims of this research. 
Feasibility issues discussed include the effectiveness of strategies used and the difficulties 
faced in recruiting a vulnerable group in the limited time frame of a PhD research study. 
In Kavanaugh, Moro, Savage, and Mehendale’s (2006) view, for better retention and to help 
participants to feel valued in their research experience, it is advised to spend more time and 
additional efforts on the recruitment process, anticipating possible challenges when 
conducting research with vulnerable population.  
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Enlisting the support of the Oncology Research Nurse and the Medical Oncologists in 
referring potential participants to the CCM intervention was an effective strategy, with 65% 
of the participants being recruited from the Oncology Research Nurse’s referrals. The current 
study met its intended target of 20 participants during 14 months of recruitment which 
included two summer holiday periods, Christmas - New Year holidays in 2016 and 2017.  
Despite the fact that 20 participants were successfully recruited, there were some, difficulties 
in recruitment. Christchurch, in New Zealand, is a relatively small city with fewer potential 
participants to draw from. In June 2018, Christchurch City's resident population was of 
388,400 inhabitants (New Zealand Government, 2018) of whom 1566 people live with 
advanced cancer (stage III or IV). This number is based on patient appointments at 
Christchurch Public Hospital between January 2017 and January 201819.   
In addition, the period of time for recruiting vulnerable participants was limited as this study 
is part of a PhD. Such practical constraints on recruitment and research design have been 
noted by others, for example, Edwards, Bryning and Crane (2015) explain that in considering 
methodological design in conducting mindfulness-based intervention research, “sample size is 
in practise determined by clinical outcomes and limitations to the research design due to 
ethical considerations and research funding opportunities” (Edwards et al., 2015, p. 6). 
It was challenging to recruit patients with advanced cancer. In spite of the positive impact of 
the holiday period in allowing more opportunities for those CCM participants enrolled at that 
time to take new actions with family and friends (noted earlier in this chapter), overall 
enrolment of potential participants for this intervention study during those extended holiday 
periods was low. This was probably due fewer routine clinics being conducted by health 
services over that time and some potential participants being away on holiday. Despite this 
specific timing issue, Guest, MacQeen, and Namey (2012) have noted that seasonal factors 
must be taken into account in research as it may have impacts on the research process.  
Another issue encountered relative to recruitment was related to inclusion criteria. Although 
the study initially targeted just adults with cancer stage IV, given the slow recruitment, the 
inclusion criteria were broadened to include adults with cancer stage III as well. This 
improved the rate of recruitment, although most of the final sample were in fact at Stage IV. 
The inclusion of people with all types of advanced cancer (rather than focusing on a specific 
cancer site/type) was necessary to achieve the sample size but, was also justifiable in that the 
                                                      
19 Personal communication. Information provided by Cheryl Davies, Clinical Oncology Informatics Specialist, 
Canterbury Regional Cancer and Haematology Service (CRCHS) on 01 February 2018. 
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psychological and existential issues facing the group with advanced cancer are similar 
regardless of the site of the cancer. The decision to include all types of advanced cancer to 
enhance recruitment in the current study, is consistent with the recommendations of Henry 
and colleagues (Henry et al., 2010). 
Another possible influence in the recruitment strategy of the current study was the potential 
stigma related to the words “acceptance” and “meaning in life.” This might have had an 
impact in potential participants’ decision to join the CCM intervention study, particularly for 
people at different stages of acceptance or readiness. In this study’s brochure (Appendix M) 
and poster (Appendix N) used to advertise the study, these terms (“acceptance” and “meaning 
in life”) were defined for this study, however the implications drawn from the terms may still 
have detracted from interest in the study for some. An adverse reaction to the word 
“acceptance” was illustrated in two CCM participants who presented with either a Fighting 
Attitude or used avoidant coping. At baseline, they reported that, even though they knew that 
the CCM intervention included a focus on “acceptance,” they were not willing to accept their 
diagnosis. Another study with patients with advanced cancer met similar resistance, where the 
researchers faced issues in recruitment due to the stigma of the word “psychotherapy” - 
potential participants living in the rural area site of that study refused to fill out the study’s 
survey about dignity psychotherapy reporting that did not need “psychotherapy” (Passik et al., 
2005). 
In addition, recent research  has highlighted the stigma related to the word “cancer,” and also 
to the use of mental health services, both of which  may impact on the  recruitment of cancer 
patients for psychosocial interventions (van Lankveld et al., 2018). In spite of these known 
stigmas, the reasons why potential participants declined participation in the current study is 
unknown, as reasons for declining participation were not collected.  
In conclusion, the recruitment strategy used in the current study was considered efficacious 
for the purpose of this PhD research but, in order to reach a larger sample size for a future 
study, more time would be needed and perhaps a revision or further explanation of the 
word/term “acceptance” in the study’s brochures (with further clarification in the 
intervention), would be suggested for improvement of potential participants enrolment. 
9.3.2 The	role	of	the	researcher		
As Streubert and Carpenter (2011) note, it is the researchers’ responsibility to reflect on their 
role in qualitative studies and to consider the potential for their own influence on the results of 
a study.  
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In the literature review (Chapter Two), issues such as the qualifications and experience level 
of facilitators of MBIs was considered to have a potential effect on the delivery and therefore 
outcomes of the interventions, especially when researching with vulnerable populations.  In 
relation to these issues, as noted earlier, I trained in clinical psychology in Brazil and have 
three years of experience in a hospice with patients receiving palliative care. I have completed 
the MBSR course in mindfulness training, and have co-facilitated mindfulness groups for 
patients with colorectal cancer over the past two years on another research project.  
My clinical training and experience in working with patients with serious and/or terminal 
medical conditions (including advanced cancer) outside this project was useful in knowing 
how to interact with these vulnerable participants and their families, and in being able to 
tolerate emotional responses of participants, such as participants’ verbal expressions of 
frustration or sadness and crying related to the advanced disease.  
As acknowledged earlier, others have noted the importance of establishing a rapport with 
vulnerable groups in this kind of research (Lo et al., 2002). I firstly worked in establishing a 
rapport with the CCM participants and a relationship of trustworthiness, this was essential, 
particularly because I was visiting participants at their own homes, initially essentially as a 
stranger. In fact, I was treated by most of the CCM participants as having “privileged visitor 
status” being welcomed into their homes. Participants conveyed the fact that they were 
looking forward to and valued the visits and some had informed family of their involvement 
with the CCM intervention. 
As noted in Chapter Five, the potential tensions between the researcher’s role in seeking 
responses to research questions and the researcher wanting to help or to sympathise with 
unwell participants are mentioned (Ritchie, 2009). To minimize role conflict, I sought to be 
particularly cautious about potential tension between my role as a researcher and my 
background as a psychologist. In the current study, I sought to adopt a neutral position when 
participants talked about their personal values, actively listening to their comments and 
simply acknowledging their views. 
Beyond the assessment however, the CCM was a therapeutic intervention. With individual 
delivery of this intervention, there was obviously an interaction with participants with 
empathy and support expressed as appropriate. However, I was careful to refrain from 
engaging in a counselling or other therapeutic role beyond the support associated with this 
intervention.  I was present with participants in spending time with them during each session 
as they used the CCM audio, sitting silently alongside them, and offering empathic or 
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supportive comments when necessary. The importance of nonverbal communication as means 
of communicating support and understanding has been noted by others (Kavanaugh et al., 
2006).  
I felt confident and comfortable in a familiar position when talking to CCM participants 
individually and/or with the presence of a family member, taking a health researcher stance of 
being warm but neutral, and in “being present,” the latter being consistent with what is 
expected of a mindfulness practitioner. In doing so I did not provide counseling or 
psychotherapy, rather positioning myself as the researcher, particularly in relation to data 
collection and interviews. At times, I felt deep compassion for their stories and expressed that, 
saying sentences such as “I am sorry that you had to go through such a hard time” or “I can 
only imagine how frustrating it must have been for you.”  The definition of the compassion 
that I felt, is aligned with a Buddhist perspective of compassion which is “a way to develop 
the kindness, support, and encouragement to promote the courage we need to take the actions 
we need in order to promote the flourishing and well-being of ourselves and others” (Gilbert 
& Choden, 2013, p. 98). 
After participants listened to the CCM intervention sessions, they reported feeling relaxed and 
calm. As such, no issues arose in relation to participants requiring extra assistance with 
distress related to participation in the project.  During the four CCM Sessions delivered to the 
participants, I followed their understanding and development in checking with each one of 
them if they had any questions concerning their practice. If they were having specific 
difficulties with the mindfulness aspect, if appropriate, I would share with them advice from 
my own practice of mindfulness. For instance, if they commented that their minds wandered 
easily, I shared with them that it had happened to me as well in the beginning of my 
mindfulness training, but with time and practice the wandering mind would happen less 
frequently. 
These conversations with the CCM participants established an exchange of experiences which 
conveyed to participants my knowledge and experience of what was being delivered. This is 
consistent with Hick (2010), who reported that people who teach mindfulness programs 
should practice mindfulness themselves in a “practice what you preach” model to enhance the 
therapeutic relationship between the people who are receiving the intervention and the 
facilitator. In that regard, several participants explicitly expressed appreciation of my 
knowledge and that I was participating with them to some extent20 during the CCM Sessions. 
                                                      
20 In my researcher role, I was quietly observing their responses but in being present with them, practicing the 
breathing exercises as they did to encourage them as they could hear me breathing along with them.  
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For example, Gale, at the post-intervention interview, related the following; I see that 
someone is not joining in, it's like, well they don’t really believe, how am I supposed to 
believe if they don’t practice as well? But with you, I can see that when you’ve been sitting 
here, I know that you practice it and you understand it so it makes it easier for me. You’re not 
just reading a paper or setting me up with this CD, you actually join in. And it helps keep me 
focused on, because I look up sometimes then I can follow you, and I appreciate that (Gale, 
post-intervention).  
As indicated in the review of MBIs, being present with others involves not only the 
mindfulness client but also the facilitator who has this awareness of being present with the 
client/patient. As the researcher and facilitator of the CCM intervention, I had no difficulty in 
being present and aware during the mindfulness one to one sessions with the CCM 
participants. In fact, this was experienced as an empathetic and and rewarding experience for 
me. Hick (2010) explains that mindfulness contributes to the development of the different 
components of the therapeutic relationship between the practitioner and the client such as 
empathy, deep listening and compassion, such components are assumed to be involved in the 
trustworthiness aspects of this intervention study. For Hick (2010), the key ingredient for 
positive clients outcomes, for clients in mindfulness-based interventions, lies in 
the relationship that is developed between the facilitator and the clients.  
As referred in Chapter Seven, some CCM participants reported that mindfulness itself was 
helpful but that talks with the researcher were also part of the process which contributed to 
participants feeling emotionally supported, or finding the CCM intervention helpful. In that 
regard, Shapiro et al. (2006) also questioned in their own research  whether it was 
‘mindfulness’ practice itself which led to positive changes observed in people’s behaviour or 
whether other components might be contributing to the effectiveness of the intervention such 
as social support delivered by the facilitator, relaxation techniques or the cognitive behaviour 
elements. For example, in Creswell et al.’s (2012) RCT study with older adults, some 
participants reported that receiving the study’s intervention reduced their feelings of 
loneliness through increased social support while learning mindfulness meditation techniques.  
For consistency, all participants received the same four pre-recorded CCM Sessions and 
talked with myself about their home practice and how they were feeling about that. To that 
extent, each participant received the same intervention. Although that aspect of the 
intervention was constant, there would have been some variation in sessions because of my 
responsiveness in flexibly pacing the session (including the length of the visit) adapting to the 
needs of the specific participant and patient-driven aspects such as the way individuals 
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participated in each session. Having someone interested in listening to them encouraged some 
to elaborate on their thoughts while they were talking to me. This natural process of speaking 
and being heard might have had a positive impact potentially in some participants’ experience 
of the CCM intervention. 
There were some personally challenging situations for me in the delivery of the intervention, 
for example when I was asked by a participant about my personal position in relation to a 
topic of the study, that is my beliefs about the meaning in my life. This question was 
considered a legitimate question that warranted an honest response. After a brief reflection, I 
told the participant I would disclose my personal beliefs at the end of the post-assessment to 
avoid influencing their responses. I subsequently told the participant that my work gives 
meaning to my life, along with simple things as gardening, looking after other people, pets, 
and that family and friends were meaningful to me. 
Related to this, Creswell (2013) explains that researchers need to position themselves writing 
in the research about their beliefs and experiences in order to become mindful of potential 
biases in the study (Creswell, 2013) as it could reflect on how the findings will be reported.  
Other challenging situations were related to witnessing several participants’ rapid 
deterioration in their health. As noted by some authors in Chapter Five, research with dying 
patients creates unique ethical challenges as these subjects are very vulnerable (Addington-
Hall et al., 2009; McMillan & Weitzner, 2003), researchers of patients with terminal illnesses 
have to handle difficult situations related to the loss of research participants who die during 
the study or will die soon (Sheldon & Sargeant, 2009). Arthur et al. (2012) have commented 
on the difficulties in watching patients with advanced cancer struggling to adjust to their 
current situation. They note the effects on clinicians and teams who may feel the burden of 
being emotionally affected because of the connection between all human beings in this 
situation. 
In that regard, I faced intense moments when I visited three CCM participants who were 
transferred to the local hospice and received or completed the last few CCM Sessions and/or 
the post-intervention interview at their hospice room. The CCM Sessions were conducted at 
bedside and in case of data collection, I interviewed them and read to them the self-reported 
questionnaires. This is not uncommon in research with stage IV cancer patients. Other 
researchers have reported conducting bedside interviews with palliative care populations 
(Cook, 2012). Attending those CCM participants in the hospice was at their and their family’s 
invitation and was discussed with my supervisors prior to going. We also ensured that a 
 
 244
family member was present for the session. In each case, family members contacted me to 
inform that the participants had died a few days after they had seen me to complete the post-
intervention data collection. Those were naturally challenging moments that I acknowledged 
during the research process with supervisors.  I could not have anticipated that their life time 
expectancy would be so rapidly reduced. Although this was emotionally challenging, the 
positive feedback given by those specific participants and their family members’, made it a 
rewarding experience to me. Obviously, the therapeutic relationship formed with these 
participants was intended as part of this intervention, however the strength of the relationship 
achieved may have also been influenced by the intervention being delivered at their time of 
great need.     
9.3.3 The	study’s	strength	and	limitations	
9.3.3.1 Strengths		
The strengths of this study relate to the following aspects: the development of a novel 
intervention with content and low-burden delivery aspects designed to enhance participation, 
the pre-post evaluation of this intervention using a mixed methods design, and the successful 
demonstration of feasibility in the recruitment and successful delivery of the intervention as 
planned, with no attrition.    
The CCM study was developed to specifically address existential issues and provide skills to 
assist patients in facing the imminent end of their lives. The core foci were on developing an 
acceptance stance, improved presence of meaning in life, and using mindful coping skills to 
feel calmer and less distressed.   
This intervention was novel in creating a targeted intervention that integrated these core 
concepts into a low-intensity low-burden intervention. The pre-recorded sessions provide a 
standardised intervention which will allow research replication of the intervention. Provided 
the preliminary evidence of the effectiveness of the CCM intervention can be replicated, this 
standardized delivery aspect has the potential for ease of delivery of the intervention if 
included as part of routine healthcare delivery. Although the one-to-one format and home 
delivery elements are more expensive than the costs of running a group in a hospital setting. 
The costs of materials in the CCM are minimal (all participants used their own devices and 
mostly accessed the podcast version) and the brief intervention format makes it a relatively 
cost-effective intervention.  Most importantly, this delivery method reached these 
participants. The cost-effectiveness of traditional group and hospital delivery models is 
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challenged by their low uptake and high attrition rates, quite apart from the ethical issues of 
failing to provide readily accessible patient-centred services. 
Another important strength of the current study was therefore the delivery aspects of the CCM 
intervention, making it possible for very ill patients to participate in the study and to complete 
the full intervention. These aspects include the individual one-to one treatment, home delivery 
which avoided travel issues, flexibility in relation to one-to one session times, and choice of 
delivery format for the audio (podcast format, compact disc or flash drive) to facilitate home 
practice. In addition, the CCM intervention had a relatively short length of duration of four 
weeks (with practice sessions only 20 minutes long). The potential for low-burden MBIs to be 
effective has been supported by a recent study with 153 stressed adults, that found two weeks 
of mindfulness training was sufficient time to develop acceptance skills to reduce the impact 
of stress in participants (Lindsay et al., 2018).   
In this CCM study, the questionnaires were streamlined to be low-burden, using only 
measures directly relevant to the core elements of acceptance, mindful coping skills and 
meaning in life. The total number of questions included in the three measures was 30. 
There are advantages in using mixed methods to capture information about participants’ 
responses from a targeted perspective in the quantitative arm, as well as from the more open 
perspective in the qualitative arm where the scope of the findings is broader as participants 
give their perspective. The use of the convergent analyses was a strength in the current 
research as I could rely on the rigour applied to each method (quantitative and qualitative) to 
explain the convergent and interpreted results (Creswell, 2014). This rigorous process made it 
possible to explore the extent to which learning the mindful coping skills taught in the CCM 
intervention influenced participants’ adaptation to facing advanced cancer. 
The recruitment method needed several adjustments during the study (expanding to include 
stage III cancer, and broadening the potential referral sources), to allow the target sample size 
to be met within the time frame. It was important to enlist the cooperation of the hospital 
treatment services and to build a relationship with the referrers. Although most referrals were 
made by the Oncology Research Nurse from the hospital clinic, accepting referrals from other 
cancer support services, including community support groups, allowed the recruitment of 
people at different stages after their advanced cancer diagnosis. The choice to request the 
oncology nurse to collaborate on this research recruitment is supported by a recent study with 
345 US cancer survivors, where participants reported that their most preferred source of 
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learning about psychological support was via their medical oncologists followed by their 
oncology nurses (Arch et al., 2017). 
The 100% retention in the study (although with missing post-questionnaire data for one 
participant) is a strength of this study. As noted earlier high attrition rates are common in 
research studies with participants with advanced cancer, due to participants not wanting to 
continue or becoming too ill to continue to participate, or dying during the course of the 
study. High attrition has affected the field in that only a minority have sufficient participants 
at end of the treatment for viable statistical analyses (Beatty et al., 2017). The issue of 
participants’ deterioration in health was certainly seen in this study with three participants 
being admitted to a hospice before the end of this study, and dying shortly after the end of the 
study. These participants, however, wanted to continue with the intervention in this final stage 
of their lives, and the low-burden and flexible delivery in their home or the hospice enabled 
them to continue with the CCM program in this terminal phase. 
This study addressed the psychometric issue in the Meaning of Life Questionnaire that has 
been raised by others (Schutte et al., 2016). After analysis with and without the problematic 
reversed Item 9, it was found that removing that item did not affect the reliability of the scale, 
despite the brevity of the measure. This confirms the recommendation of Schutte and 
colleagues (2016) that the MLQ should be used without Item 9, thereby removing a source of 
confusion for participants.  
9.3.3.2 Limitations		
The open-label pre-post design, meaning there was no control group, and small sample size 
for the quantitative aspect, limit the conclusions that can be drawn about the changes 
observed. As such, the quantitative findings need to be considered preliminary and require 
replication in a randomised controlled trial. This study’s sample size, however, is considered 
acceptable for feasibility or pilot studies, which are expected to be underpowered to detect 
statistically significant differences. However, a small sample size is appropriate where the 
intervention has not been trialed previously, as was the case with the CCM intervention. In 
fact, the changes were sufficiently large to detect statistically significant pre-post differences 
in four of the five variables evaluated in this study. That suggests that relatively modest 
sample sizes in each arm would be sufficient to detect differences in a control group versus 
CCM trial. As noted earlier however, there are ethical and logistical issues with using a no-
treatment control group in this advanced cancer group.   
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Although recruitment was feasible and sufficient for this PhD research, relatively few 
participants were referred given the numbers with advanced cancer being seen in the 
oncology clinics. No data were collected on uptake in those who were potentially eligible, so 
that is unknown. One previous study recruiting for a MBI reported that only 20% of those 
approached agreed to participate (Eyles et al., 2015) suggesting that uptake is clearly an issue. 
The discussion earlier in this section, however, suggests that people may want support at 
different times post-diagnosis. The current study’s findings suggest that those with advanced 
cancer should be offered suitable options of psychological support that they can access at any 
stage post-diagnosis.  
In addition, the lack of follow up in the current study is a limitation, as it is unknown whether 
the positive changes observed were maintained. Although follow-up data are needed for all 
interventions, as noted in the earlier review chapters, follow-up with advanced cancer patients 
is both ethically and logistically difficult due to their deteriorating health and short life 
expectancy. In a recent study with adults with advanced cancer, many declined to complete 
the follow-up assessments, and only 43% of participants were available at the follow up 
(Serfaty et al., 2018). The causes of attrition included loss to follow-up,  deterioration in 
health and participants’ death (Serfaty et al., 2018). 
It is important to acknowledge that the physical and mental state of the participants who were 
in the hospice for the last CCM Sessions and/or data collection, might have affected the way 
they responded to the post-intervention questionnaires and interview. Addington-Hall et al. 
(2009) note that participants’ poor health status can impact on data collection (whether 
qualitative or quantitative) because participants lose concentration and feel very tired, so often 
produce short answers, or in fact they decline to participate. Accordingly, I decided not to 
administer the CCM post-questionnaires to Mel in the hospice as she was too frail; however, 
she was adamant that she wanted to do the interview which was less burdensome from her 
viewpoint. On the other hand, despite 65% of the CCM participants concurrently receiving 
cancer-related treatment such as chemotherapy, radiation and other types of treatment, all 
participants completed the CCM intervention and end interviews (with 19/20 questionnaires 
completed). 
Information about psychological adjustment in this study was derived from the qualitative 
interviews, but for the sake of minimising the assessment burden, this study did not include a 
quantitative measure of psychological adjustment. Future research should measure this 
concept, with a number of instruments that are recommended further in this chapter. 
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To reduce the burden on participants, the current study did not monitor the frequency of their 
home practice, so the extent to which the mindfulness practice contributed to the change is 
unknown.  The mindfulness literature suggest that improved levels of mindfulness are related 
to the time of practice (Carlson, 2016; Williams & Penman, 2011).  
Another limitation is that both the assessments and the CCM intervention sessions were 
delivered solely by myself, the developer of the intervention and the principal investigator of 
the current study. As such, there are potential sources of bias including the investigator’s 
effect, which has been found to lead to higher effect sizes in psychotherapy trials than in those 
by independent researchers (Leykin & DeRubeis, 2009). This factor could have encouraged a 
positive bias in responses caused by social-connectedness, which would have the effect of 
making the intervention appear to be more effective (Jarukasemthawee et al., 2018; Kang et 
al., 2017; Xu et al., 2017). To mitigate this possibility, CCM participants were informed that 
this study’s intervention was an original intervention and that their genuine responses were 
sought, whether positive or negative, to determine how useful it was. The fact the Alex was 
able to voice her negative reactions, suggest that for one participant at least, this 
encouragement to give honest feedback was taken seriously.  
Another potential source of bias is related to the sequential order in which the assessments 
were conducted. To minimize this possibility, the qualitative interview was conducted before 
the quantitative questionnaires, hopefully avoiding participants being primed by the content in 
the questionnaires, for example about how importantly they rated meaning in life. This 
priming effect is reported in the literature, and Molden (2014, p. 1) explains that “the mere 
exposure to socially relevant stimuli can facilitate, or prime, a host of impressions, judgments, 
goals, and actions, often even outside of people’s intention or awareness.”  
On the other hand, the focus on key concepts, such as acceptance and meaning in their life in 
the baseline assessments may have instigated reflections about these topics, in effect priming 
participants to think about meaning in their life prior to the actual intervention about those 
topics. Tomás-Sábado et al. (2015) state that just participating in research about existential 
issues may influence individuals to talk about these topics. It would be necessary to do a 
control group study where the control group had the assessments without receiving the 
intervention to establish the effect of the assessment interview alone which would help to 
separate out the extent of change due to the process of being observed ( the Hawthorne effect) 
(Payne & Payne, 2004).  
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It is acknowledged that it is unknown which elements of this intervention as a whole, 
contributed to these results. For example it is unclear if it was the CCM intervention itself, the 
extent of participants' home practice, the home delivery, or the face to face contact (a listening 
ear). To address this issue, standardised audio modules enable others to deliver the CCM 
intervention, with appropriate training.    
Another limitation was the exclusion of those with severe psychiatric disorders. This 
exclusion is consistent with treatment indications for the main mindfulness programmes such 
as MBSR, particularly where delivered in a group format (Kuyken, Crane, & Williams, 2012; 
Santorelli, 2014), and in a mindfulness-based coping program study which excluded 
psychotic patients (Tharaldsen & Bru, 2012). The potential risks include intrusive traumatic 
memories, suicidal thinking, or negative emotions for people with severe psychiatric disorder. 
Some people with these difficulties may gain benefit from MBIs, and in fact MBCT is 
designed for people with recurrent depression. However, caution is required with this group, 
and skilled facilitators, preferably with a psychology background, are suggested for the 
delivery of MBIs, as some participants may require referral to medical specialists if severe 
psychiatric conditions emerge during the MBI.  
Another potential limitation is that 30% of the CCM participants had their support person 
present with them during the pre-and/or post-data collection. The presence of their family 
members during data collection may have influenced these participants’ responses if they 
were concerned about the other person’s possible judgement of their responses, or may have 
reported more positively about the support of others given the presence of their support 
person. This situation was unavoidable as all participants were welcome to have a support 
person with them during this intervention study. 
A few divergent findings were detected when both types of data were combined. Ideally, 
Creswell and Plano Clark (2011) recommend collecting more data to better understand 
discrepancies. In the CCM study it was not feasible to collect additional information from the 
participants and therefore explore the reasons for the divergence. 
Although there was diversity in a number of characteristics of the CCM participants, the 
sample was predominantly of Caucasian ethnicity, all had diagnoses of cancer stage III or IV. 
In addition, this study was conducted in a single centre in New Zealand. For those reasons, 
these results may not be generalisable to other samples and settings. Future research on MBIs 
with a larger and more diverse sample is necessary. 
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It is acknowledged that participants’ characteristics, such as personality, mood and 
sociocultural contexts are also likely to  have had an effect on the way that participants 
experienced the current CCM intervention, although those variables were not measured in this 
study. 
9.4 Conclusion and further recommendations 
9.4.1 Conclusion	
The current study presented promising results for the novel mindfulness-based CCM 
intervention, aimed at assisting patients with advanced cancer group to better adapt by 
accepting their situation, increasing their focus on meaning in life and learning to cope with 
cancer mindfully. The mixed methods results indicated that these participants benefitted from 
the intervention in line with these intended effects. Many participants also reported taking 
new actions as a result, which was more than might have been expected given their poor 
health status. They reported investing time in reflections on meaning in life, acknowledged 
the support of others, pursued, and sought reconciliation with others, and undertook other 
subjective and fulfilling actions. The recruitment and other aspects of the study were feasible 
and there was an excellent retention rate. Although, these results need to be considered 
preliminary given the limitations noted above including the small size of the quantitative 
sample, nonetheless these results are encouraging. 
This doctoral study, as a whole, has highlighted the ethical and methodological issues to be 
taken into consideration in conducting research on the provision of psychological support to 
such a vulnerable population. Adjusting to one’s imminent death is arguably the biggest 
universal human dilemma. It was concerning to discover that for this study’s group the need 
for psychological support had in most cases been neglected. Despite considerable variation in 
time since they had been diagnosed with advanced cancer, the group as a whole demonstrated 
considerable benefit from the intervention. This result, along with the mixed findings in the 
literature about when best to offer support, suggests that those with advanced cancer should 
be offered suitable options for psychological support interventions at any stage post-
diagnosis.  
The current study demonstrated that after receiving the CCM intervention, most participants 
reported a shift of perspective that enabled better psychological adaptation. The analyses 
highlighted the presence and impact of vulnerability in the face of the advanced cancer and 
for most, in the absence of appropriate support.  
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All human beings feel vulnerable when in pain, and this period of vulnerability might be a 
valuable occasion to invest time in reflections on meaning in life. At such an intense period in 
their lives, people with advanced cancer are likely to benefit from psychological support, as 
seen with the CCM sample. 
Following the CCM intervention, these changed perspectives were conceptualized as shifting 
from a position of Vulnerability in Battle to Vulnerability in Peace, with the bridge between 
these positions being their use of mindful coping skills, acquiring an acceptance stance, and 
reflections on meaning in life. The CCM participants went through a process of facing 
unwanted thoughts with a change of perspective, that is with new awareness and an 
acceptance stance; they took actions based on what was meaningful in their lives, such as 
making time for family and friends for acknowledgement. Others noticed an appreciation for 
simple things in their life. Most became aware that difficult moments, out of their control, 
would keep happening, but they could draw on their emotional strength and revisit their 
acquired mindful coping skills to assist them in handling the ongoing life vicissitudes.  
The CCM intervention has a number of potential advantages: it is an original mindfulness-
based, brief intervention that can be used as a readily accessible psychological aid to assist 
adults with advanced cancer to better cope with their current reality, and as a self-
management resource to cope with further adversity. 
The low-burden and flexible home-based delivery aspects were well received by participants 
and contributed to full retention in the study. Compared to treatment as usual, which is 
generally hospital-based individual or group treatment (if it is offered at all), the home-based 
one-to-one delivery in the CCM intervention is likely to be costlier in terms of staff time and 
travel, effectively shifting those costs from the patient to the health care provider. From both 
an ethical and logistical standpoint though, this brief patient-centred intervention (which takes 
into account the limitations posed by their poor health) offers significant means of ensuring 
that these unwell patients actually receive the psychological support that they need. 
The findings of this study also suggest that the logistical difficulties contributing to low 
adherence and high dropout in research projects on interventions with this advanced cancer 
population could be much improved with the implementation of more patient-centred 
interventions, that is, with low-burden assessments and interventions targeting issues of 
importance to this group, and flexible delivery responsive to the needs of these patients as 




• Further research is needed to establish whether these preliminary findings can be 
replicated. The CCM intervention should be compared with a randomised controlled trial 
with an active psychological treatment to establish the effectiveness of this meaning in 
life based MBI. Using an active treatment with evidence of efficacy with this advanced 
cancer group would satisfy ethical considerations of offering potentially effective 
interventions to all participants. Suitable comparative therapies might include those 
identified earlier in the review section such as MLT (based on meaning in life), MBI 
(based on mindfulness, like MBSR), or even cancer-related educational information or a 
therapeutic art intervention. Given the appropriateness of some of those interventions had 
been questioned in the earlier review, however, adaptation of some aspects of this group 
might be required.   
• Although the effect sizes here were large, a much larger sample size would be required to 
detect differences with an active control. It may be more appropriate to select a non-
inferiority design, for example using a supportive psychotherapy intervention to control 
for common factors, to evaluate whether the CCM is as effective as existing therapies 
given that commonly little difference is found between active psychotherapies in the 
general psychotherapy field.   
• Future research with those with advanced cancer should follow the brief, low-burden 
home delivery format to ensure that participants receive the intervention, improve 
retention in research studies, and improve the current poor evidence base.  
• From a methodological viewpoint, it is important to determine whether or how much the 
baseline interview contributes to change in meaning in life.  Future research could deliver 
the intervention with and without that interview.  
• Further research should assess and ideally control for the issue of whether participants are 
currently receiving cancer-related treatments to determine the benefit for both groups. 
• Further research with the CCM intervention should include evaluation of direct and 
indirect cost-effectiveness aspects of the intervention compared to treatment as usual, 
alongside other outcome measures.  
• Future research should also address the extent and type of training and experience needed 
to implement this intervention. If a wider range of health workers could be trained to 
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deliver the intervention, this has the potential to improve its cost effectiveness and reach 
vulnerable populations.  
• Further research is needed about whether there has been any recent revision in the 
delivery of the “bad news” of the advanced diagnosis, as judging from the evidence in 
this study, this area of practice needs to be improved.  There may be scope for the 
development of a process that provides a more supportive and less traumatic way of 
delivering the cancer diagnosis at hospitals/oncology centres, of considering the 
messages that patients are given, and with delivery of information about what can be 
done for them, including the offer of options for psychological support to help them face 
an incurable cancer, with advice that they can access that, if and whenever they are ready 
to do so. Part of that process could be a follow-up phone call sometime after the 
diagnosis is given to allow them time to process the shock. 
• Further CCM research could also examine the impact on family members or support 
persons of the patient participating in the CCM intervention, to establish whether they 
also benefit indirectly, as has been suggested in previous research with MBIs.  
• Further research needs to include a brief measure of psychological adjustment, such as 
the Kessler Psychological Distress Scale (K-10) a 10-item measure of psychological 
distress (anxiety and depressive symptoms) (Kessler et al., 2002), or the 9-item Patient 
Health Questionnaire – 9 (PHQ-9) measuring depressive severity (Kroenke, Spitzer, & 
Williams, 2001). Other scales that would be relevant to consider including  (although the 
assessment burden would need to be considered) are the Psychological Adjustment in 
Cancer (PAC), a 21-item questionnaire (Dunn, Welch, Butow, & Coates, 1997), and the 
Mental Adjustment to Cancer (MAC) Scale, a 40-item questionnaire assessing five 
coping styles (fighting spirit, hopelessness/helplessness, anxious preoccupation, fatalism, 
and avoidance) (Greer, Moorey, & Watson, 1989).  
• To mitigate any investigator effect in future research, separation of the 
investigator,facilitator of the CCM intervention, and blind assessor roles would be ideal. 
Alternatively, in an RCT, the same facilitators could deliver both the Intervention and 
control therapy.  Measuring patients’ ratings of the therapeutic alliance/relationship with 
the facilitators would be important.  
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• In a future study, the monitoring of home practice could be web-based. To enhance 
practice and maintain engagement, an automated encouraging reminder (text/email) 











“Human beings, whatever their backgrounds, are more 
open than we think, that their behavior cannot be 
confidently predicted from their past, that we are all 
creatures vulnerable to new thoughts, new attitudes. And 
while such vulnerability creates all sorts of possibilities, 
both good and bad, its very existence is exciting. It means 
that no human being should be written off, no change in 
thinking deemed impossible.”  
 





Adamo, M., Dickie, L., & Ruhl, J. (2016). SEER Program Coding and Staging Manual 2016. 
Bethesda: National Cancer Institute. 
Addington-Hall, J., Bruera, E., Higginson, I., & Payne, S. (2009). Research methods in 
palliative care. United States: Oxford University Press. 
Adorno, G., Lopez, E., Burg, M. A., Loerzel, V., Killian, M., Dailey, A. B., . . . Stein, K. 
(2018). Positive aspects of having had cancer: A mixed-methods analysis of responses 
from the American Cancer Society Study of Cancer Survivors-II (SCS-II). Psycho-
Oncology, 27(5), 1412-1425. doi:10.1002/pon.4484 
Agrawal, M. (2003). Voluntariness in Clinical Research at the End of Life. Journal of Pain 
and Symptom Management, 25(4), S25-S32. doi:10.1016/S0885-3924(03)00057-5 
American Cancer Society. (2014). Advanced cancer.   Retrieved from 
http://www.cancer.org/treatment/understandingyourdiagnosis/advancedcancer/advanc
ed-cancer-intro 
American Cancer Society. (2018). Emotions as you near the end of life.   Retrieved from 
https://www.cancer.org/treatment/end-of-life-care/nearing-the-end-of-
life/emotions.html 
American Society of Clinical Oncology. (2018). Stages of cancer.   Retrieved from 
https://www.cancer.net/navigating-cancer-care/diagnosing-cancer/stages-cancer 
Ando, M., Kira, H., Hayashida, S., & Ito, S. (2016). Effectiveness of the mindfulness art 
therapy short version for japanese patients with advanced cancer. American Journal of 
Art Therapy, 33(1), 35-40. doi:10.1080/07421656.2016.1128764 
Andrew, S., & Halcomb, E. J. (2007). Mixed methods research is an effective method of 
enquiry for community health research. Contemporary Nurse, 23(2), 145-153. 
doi:10.5172/conu.2006.23.2.145 
Antonovsky, A. (1980). Health, stress, and coping (1st ed.). San Francisco: Jossey-Bass 
Publishers. 
Arch, J. J., Vanderkruik, R., Kirk, A., & Carr, A. L. (2017). A closer lens: Cancer survivors 
and supportive intervention preferences and interventions received. Psycho-Oncology. 
doi:10.1002/pon.4526 
Arksey, H., & O'Malley, L. (2005). Scoping studies: towards a methodological framework. 




Arthur, J., Hui, D., Reddy, S., & Bruera, E. (2012). Till Death Do Us Part: Getting Married at 
the End of Life. Journal of Pain and Symptom Management, 44(3), 466-470. 
doi:10.1016/j.jpainsymman.2011.09.012 
Baer, R. (2015). Ethics, Values, Virtues, and Character Strengths in Mindfulness-Based 
Interventions: a Psychological Science Perspective. Mindfulness, 6(4), 956-969. 
doi:10.1007/s12671-015-0419-2 
Baer, R. A., & Krietemeyer, J. (2006). Overview of mindfulness-and acceptance-based 
treatment approaches. In R. A. Baer (Ed.), Mindfulness-based treatment approaches: 
clinician's guide to evidence base and applications. Amsterdam: Elsevier Inc. 
Baer, R. A., Smith, G. T., & Allen, K. B. (2004). Assessment of mindfulness by self-report: 
the Kentucky inventory of mindfulness skills. Assessment, 11(3), 191.  
Baer, R. A., Smith, G. T., Hopkins, J., Krietemeyer, J., & Toney, L. (2006). Using Self-
Report Assessment Methods to Explore Facets of Mindfulness. Assessment, 13(1), 27-
45. doi:10.1177/1073191105283504 
Bai, M., Lazenby, M., Jeon, S., Dixon, J., & McCorkle, R. (2015). Exploring the relationship 
between spiritual well-being and quality of life among patients newly diagnosed with 
advanced cancer. 13(4), 927-935. doi:10.1017/S1478951514000820 
Baines, M. (1990). Tackling total pain. In C. Dame Saunders (Ed.), Hospice and palliative 
care: an interdisciplinary approach. London, Auckland: Edward Arnold. 
Ball, M. S., & Vernon, B. (2015). A review on how meditation could be used to comfort the 
terminally ill. Palliat Support Care, 13(5), 1469-1472. 
doi:10.1017/S1478951514001308 
Bates, U., & Bartley, T. (2011). Mindfulness in Palliative Care Mindfulness-Based Cognitive 
Therapy for Cancer (pp. 289-302): John Wiley & Sons, Ltd. 
Beatty, L., Kemp, E., Butow, P., Girgis, A., Schofield, P., Turner, J., . . . Koczwara, B. 
(2017). A systematic review of psychotherapeutic interventions for women with 
metastatic breast cancer: Context matters. Psycho-Oncology. doi:10.1002/pon.4445 
Beauchamp, T. L., & Childress, J. F. (2013). Principles of biomedical ethics (7th ed. ed.). 
New York: Oxford University Press. 
Becker, E. (1962). The birth and death of meaning: an interdisciplinary perspective on the 
problem of man. New York: The Free Press. 
Benzein, E., Norberg, A., & Saveman, B.-I. (2001). The meaning of the lived experience of 




Benzo, R. P. (2013). Mindfulness and Motivational Interviewing: Two candidate methods for 
promoting self-management. Chronic Respiratory Disease, 10(3), 175-182. doi: 
https://doi.org/10.1177/1479972313497372 
Bevilacqua, L. A., Dulak, D., Schofield, E., Starr, T. D., Nelson, C. J., Roth, A. J., . . . Alici, 
Y. (2018). Prevalence and predictors of depression, pain, and fatigue in older- versus 
younger-adult cancer survivors. Psycho-Oncology, 27(3), 900-907. 
doi:10.1002/pon.4605 
Bishop, S. R., Lau, M., Shapiro, S., Carlson, L. E., Anderson, N. D., Carmody, J., . . . Devins, 
G. (2004). Mindfulness: A Proposed Operational Definition. Clinical Psychology: 
Science and Practice, 11(3), 230-241. doi:10.1093/clipsy.bph077 
Blaikie, N. (1993). Approaches to social enquiry. Cambridge [England]: Polity Press in 
association with Blackwell. 
Blanckenburg, P., & Leppin, N. (2018). Psychological interventions in palliative care. 
Current Opinion in Psychiatry, 5(31), 389–395. 
doi:10.1097/YCO.0000000000000441 
Bohlmeijer, E., Prenger, R., Taal, E., & Cuijpers, P. (2010). The effects of mindfulness-based 
stress reduction therapy on mental health of adults with a chronic medical disease: A 
meta-analysis. Journal of Psychosomatic Research, 68(6), 539-544. 
doi:10.1016/j.jpsychores.2009.10.005 
Bond, F. W., Hayes, S. C., Baer, R. A., Carpenter, K. M., Guenole, N., Orcutt, H. K., . . . 
Zettle, R. D. (2011). Preliminary psychometric properties of the Acceptance and 
Action Questionnaire – II: A revised measure of psychological flexibility and 
acceptance. Behavior Therapy, 42, 676-688.  
Bovero, A., Leombruni, P., Miniotti, M., Rocca, G., & Torta, R. (2016). Spirituality, quality 
of life, psychological adjustment in terminal cancer patients in hospice. European 
Journal of Cancer Care, 25(6), 961-969. doi:10.1111/ecc.12360 
Brady, M. J., Peterman, A. H., Fitchett, G., Mo, M., & Cella, D. (1999). A case for including 
spirituality in quality of life measurement in oncology. Psycho-Oncology, 8(5), 417-
428. doi:10.1002/(SICI)1099-1611(199909/10)8:5<417::AID-PON398>3.0.CO 
2-4 
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research 
in Psychology, 3(2), 77-101. doi:10.1191/1478088706qp063oa 
Braun, V., & Clarke, V. (2013). Successful qualitative research: A practical guide for 
beginners. Los Angeles, London, New Delhi, Singapore, Washington DC: Sage. 
 
 259 
Breitbart, W., & Masterson, M. (2016). Meaning-Centered Psychotherapy in the oncology 
and palliative care settings. In P. Russo-Netzer, S. E. Schulenberg, & A. Batthyany 
(Eds.), Clinical perspectiveson meaning: Positive and existential psychotherapy. 
Switzerland: Springer. 
Breitbart, W., & Poppito, S. (2014). Individual Meaning-Centered Psychotherapy for patients 
with advanced cancer: A treatment manual. New York: Oxford University Press. 
Breitbart, W., Poppito, S., Rosenfeld, B., Vickers, A. J., Li, Y., Abbey, J., . . . Cassileth, B. R. 
(2012). Pilot randomized controlled trial of Individual Meaning-Centered 
Psychotherapy for patients with advanced cancer. Journal of Clinical Oncology, 
30(12), 1304-1309. doi:10.1200/jco.2011.36.2517 
Breitbart, W., Rosenfeld, B., Gibson, C., Pessin, H., Poppito, S., Nelson, C., . . . Olden, M. 
(2010). Meaning-centered group psychotherapy for patients with advanced cancer: a 
pilot randomized controlled trial. Psycho-Oncology, 19(1), 21-28. 
doi:10.1002/pon.1556 
Breitbart, W., Rosenfeld, B., Pessin, H., Applebaum, A., Kulikowski, J., & Lichtenthal, W. G. 
(2015). Meaning-Centered Group Psychotherapy: An Effective Intervention for 
Improving Psychological Well-Being in Patients With Advanced Cancer. Journal of 
Clinical Oncology, 33(7), 749-754. doi:10.1200/JCO.2014.57.2198 
Breitbart, W., Rosenfeld, B., Pessin, H., & et al. (2000). Depression, hopelessness, and desire 
for hastened death in terminally ill patients with cancer. JAMA, 284(22), 2907-2911. 
doi:10.1001/jama.284.22.2907 
Broadhurst, K., & Harrington, A. (2016). A mixed method thematic review: the importance of 
hope to the dying patient (Vol. 72, pp. 18-32). 
Bronner, M. B., Nguyen, M. H., Smets, E. M. A., van de Ven, A. W. H., & van Weert, J. C. 
M. (2017). Anxiety during cancer diagnosis: examining the influence of monitoring 
coping style and treatment plan. Psycho-Oncology. doi:10.1002/pon.4560 
Brotto, L., & Heiman, J. (2007). Mindfulness in sex therapy: applications for women with 
sexual difficulties following gynecologic cancer. Sexual and Relationship Therapy, 
22(1), 3-11. doi:10.1080/14681990601153298 
Brown, K. W., & Ryan, R. M. (2003). The Benefits of Being Present: Mindfulness and Its 
Role in Psychological Well-Being. Journal of Personality and Social Psychology, 
84(4), 822-848. doi:10.1037/0022-3514.84.4.822 
Brown, S., Chawla, N., & Marlatt, G. A. (2012). Mindfulness-Based Relapse Prevention for 
Addictive Behaviors: A Clinician's Guide (Vol. 12). New York, NY: Guilford. 
 
 260
Bruggeman, Van Der Lee, & Meezenbroek. (2015). Web-based individual Mindfulness-
Based Cognitive Therapy for cancer-related fatigue: a pilot study. Internet 
Interventions, 2(2), 200-213. doi:10.1016/j.invent.2015.03.004 
Bryman, A., Becker, S., & Sempik, J. (2008). Quality Criteria for Quantitative, Qualitative 
and Mixed Methods Research: A View from Social Policy. International Journal of 
Social Research Methodology, 11(4), 261-276. doi:10.1080/13645570701401644 
Buchheld, N., Grossman, P., & Walach, H. (2001). Measuring mindfulness in insight 
meditation (Vipassana) and meditationbased psychotherapy: The development of the 
Freiburg mindfulness inventory (FMI). Journal for Meditation and Meditation 
Research(1), 11-34.  
Campbell-Crofts, S., Field, J., & Fetherstonhaugh, D. (2013). Ethical considerations for 
nurses undertaking research with a potentially vulnerable population with chronic 
kidney disease. Renal Society of Australasia Journal, 9(2), 74-79.  
Camus, A. (1955). The myth of Sisyphus (1st ed.). London: Hamish Hamilton. 
Cancer Council SA. (2013). Living with advanced cancer.   Retrieved from 
https://www.cancersa.org.au/information/a-z-index/living-with-advanced-cancer  
Cancer Society of New Zealand. (2008). Advanced cancer: matepukupuku maukaha. 
Cardaciotto, L., Herbert, J. D., Forman, E. M., Moitra, E., & Farrow, V. (2008). The 
Assessment of Present-Moment Awareness and Acceptance. Assessment, 15(2), 204-
223. doi:10.1177/1073191107311467 
Carlson, L. E. (2012). Mindfulness-based interventions for physical conditions: a narrative 
review evaluating levels of evidence. ISRN Psychiatry. doi: 10.5402/2012/651583.  
Carlson, L. E. (2013). Mindfulness-based cancer recovery: The development of an evidence-
based psychosocial oncology intervention. Feature, 12(2), 21-25.  
Carlson, L. E. (2016). Mindfulness-based interventions for coping with cancer. Annals of the 
New York Academy of Sciences, 1373(1), 5-12. doi:10.1111/nyas.13029 
Carlson, L. E., & Garland, S. N. (2005). Impact of Mindfulness-Based Stress Reduction 
(MBSR) on sleep, mood, stress and fatigue symptoms in cancer outpatients. 
International Journal of Behavioral Medicine, 12(4), 278-285. 
doi:10.1207/s15327558ijbm1204_9 
Carlson, L. E., & Halifax, J. (2011). Mindfulness for cancer and terminal illness. . In L. M. 
McCracken (Ed.), Mindfulness and acceptance in behavioral medicine: Current 
theory and practice. (pp. 159 - 186). Oakland, CA: New Harbinger. 
 
 261 
Carlson, L. E., & Halifax, J. (2011). Mindfulness for cancer and terminal illness. . In L. 
McCracken (Ed.), Mindfulness and acceptance in behavioral medicine: Current 
theory and practice. (pp. 159-186). Oakland, CA: New Harbinger. 
Carlson, L. E., & Speca, M. (2010). Mindfulness-Based Cancer Recovery: A step-by-step 
MBSR approach to help you cope with treatment and reclaim your life. Oakland, CA: 
New Harbinger Publications. 
Carlson, L. E., Speca, M., Faris, P., & Patel, K. D. (2007). One year pre–post intervention 
follow-up of psychological, immune, endocrine and blood pressure outcomes of 
mindfulness-based stress reduction (MBSR) in breast and prostate cancer outpatients. 
Brain, Behavior, and Immunity, 21(8), 1038-1049. doi:10.1016/j.bbi.2007.04.002 
Carlson, L. E., Speca, M., Patel, K. D., & Goodey, E. (2003). Mindfulness-Based Stress 
Reduction in relation to quality of life, mood, symptoms of stress, and immune 
parameters in breast and prostate cancer outpatients. Psychosomatic Medicine, 65(4), 
571. doi:10.1097/01.PSY.0000074003.35911.41 
Castro, D. A. d. (2001). Psicologia e ética em cuidados paliativos. Psicologia: Ciência e 
Profissão, 21, 44-51.  
Cathain, A., Murphy, E., & Nicholl, J. (2008). The Quality of Mixed Methods Studies in 
Health Services Research. Journal of Health Services Research &amp; Policy, 13(2), 
92-98. doi:10.1258/jhsrp.2007.007074 
Cavanagh, K., Strauss, C., Forder, L., & Jones, F. (2014). Can mindfulness and acceptance be 
learnt by self-help?: A systematic review and meta-analysis of mindfulness and 
acceptance-based self-help interventions. Clinical Psychology Review, 34(2), 118-129. 
doi:http://dx.doi.org/10.1016/j.cpr.2014.01.001 
Cayoun, B. A. (2011). Mindfulness-integrated CBT: principles and practice. Chichester, UK: 
John Wiley & Sons. 
Chadwick, P., Hember, M., Symes, J., Peters, E., Kuipers, E., & Dagnan, D. (2008). 
Responding mindfully to unpleasant thoughts and images: Reliability and validity of 
the Southampton mindfulness questionnaire (SMQ. British Journal of Clinical 
Psychology, 47(4), 451-455. doi:10.1348/014466508X314891 
Chambers, S., Foley, E., Galt, E., Ferguson, M., & Clutton, S. (2012). Mindfulness groups for 
men with advanced prostate cancer: a pilot study to assess feasibility and effectiveness 





Chambers, S., Occhipinti, S., Foley, E., Clutton, S., Legg, M., Berry, M., . . . Smith, D. P. 
(2017). Mindfulness-based cognitive therapy in advanced prostate cancer: a 
randomized controlled trial. Journal of Clinical Oncology, 35(3), 291-297. 
doi:10.1200/jco.2016.68.8788 
Chen, P. Y., & Chang, H.-C. (2012). The coping process of patients with cancer. European 
Journal of Oncology Nursing, 16(1), 10-16. 
doi:http://dx.doi.org/10.1016/j.ejon.2011.01.002 
Chen, Y., Xiao, H., & Lin, X. (2018). Developing a mind map–based life review program to 
improve psychological well-being of cancer patients: a feasibility study. Psycho-
Oncology, 27(1), 339-342. doi:10.1002/pon.4406 
Cheung, E. O., Cohn, M. A., Dunn, L. B., Melisko, M. E., Morgan, S., Penedo, F. J., . . . 
Moskowitz, J. T. (2016). A randomized pilot trial of a positive affect skill intervention 
(lessons in linking affect and coping) for women with metastatic breast cancer. 
Psycho-Oncology, 1-8. doi:10.1002/pon.4312 
Chi, G. C. (2007). The role of hope in patients with cancer. Oncology Nursing Forum, 34(2), 
415-424. doi:10.1188/07.ONF.415-424 
Chochinov, H. M. (2002). Dignity-conserving care: A new model for palliative care: Helping 
the patient feel valued. JAMA, 287(17), 2253-2260. doi:10.1001/jama.287.17.2253 
Chochinov, H. M., Hack, T., Hassard, T., Kristjanson, L. J., McClement, S., & Harlos, M. 
(2005). Dignity Therapy: A novel psychotherapeutic intervention for patients near the 
end of life. Journal of Clinical Oncology, 23(24), 5520-5525. 
doi:10.1200/jco.2005.08.391 
Chochinov, H. M., Kristjanson, L. J., Breitbart, W., McClement, S., Hack, T. F., Hassard, T., 
& Harlos, M. (2011). The effect of dignity therapy on distress and end-of-life 
experience in terminally ill patients: a randomised controlled trial. The lancet 
oncology, 12(8), 753-762. doi:10.1016/S1470-2045(11)70153-X 
Chochinov, H. M., Kristjanson, L. J., Hack, T. F., Hassard, T., McClement, S., & Harlos, M. 
(2007). Burden to Others and the Terminally Ill. Journal of Pain and Symptom 
Management, 34(5), 463-471. doi:10.1016/j.jpainsymman.2006.12.012 
Chochinov, H. M., Tataryn, D. J., Wilson, K. G., Enns, M., & Lander, S. (2000). Prognostic 





Chong, G. N., Mohamed, S., Kian, T. L., Kar, M. T., Sulaiman, A. H., & Zainal, N. Z. (2016). 
Psychotherapy for cancer patients: A systematic review and meta-analysis. The 
International Journal of Psychiatry in Medicine, 51(5), 414-430. 
doi:10.1177/0091217416680197 
Clark, M. M., Bostwick, J. M., & Rummans, T. A. (2003). Group and Individual Treatment 
Strategies for Distress in Cancer Patients. Mayo Clinic Proceedings, 78(12), 1538-
1543. doi:https://doi.org/10.4065/78.12.1538 
Clarke, A. M., & Jack, B. (1998). The benefits of using qualitative research. Professional 
Nurse, 13(12), 845-847.  
Clarke, V., & Braun, V. (2013). Teaching thematic analysis: Overcoming challenges and 
developing strategies for effective learning. The psychologist, 26(2), 120-123.  
Cohen, A., Ianovski, L. E., Frenkiel, S., Hier, M., Zeitouni, A., Kost, K., . . . Henry, M. 
(2018). Barriers to Psychosocial Oncology Service Utilization in Patients Newly 
Diagnosed with Head and Neck Cancer. Psycho-Oncology. doi:10.1002/pon.4889 
Cohen, K., & Cairns, D. (2012). Is Searching for Meaning in Life Associated With Reduced 
Subjective Well-Being? Confirmation and Possible Moderators. Journal of Happiness 
Studies, 13(2), 313-331. doi:10.1007/s10902-011-9265-7 
Cohen, S. R., Mount, B. M., Strobel, M. G., & Bui, F. (1995). The McGill Quality of Life 
Questionnaire: a measure of quality of life appropriate for people with advanced 
disease. A preliminary study of validity and acceptability. Palliative Medicine, 9(3), 
207-219. doi:10.1177/026921639500900306 
Comas, M. D., Schröder, M., & Villaba, O. (2003). Intervención psicológica en una unidad de 
cuidados paliativos. In A. Remor, Pilar, & S. Ulla (Eds.), El psicólogo en el ámbito 
hospitalario. Bilbao: Editorial Desclée de Brouwer. 
Cook, C. (2012). Email interviewing: generating data with a vulnerable population. Journal of 
Advanced Nursing, 68(6), 1330-1339. doi:10.1111/j.1365-2648.2011.05843.x 
Cortella, M. S. (2015). Fazer o melhor na condição que você tem. [Video file].  Retrieved 
from https://www.youtube.com/watch?v=YqswMZTujw8 
Crane, R. S., Brewer, J., Feldman, C., Kabat-Zinn, J., Santorelli, S., Williams, J. M. G., & 
Kuyken, W. (2017). What defines mindfulness-based programs? The warp and the 




Creswell, J. D., Irwin, M. R., Burklund, L. J., Lieberman, M. D., Arevalo, J. M. G., Ma, J., . . 
. Cole, S. W. (2012). Mindfulness-Based Stress Reduction training reduces loneliness 
and pro-inflammatory gene expression in older adults: A small randomized controlled 
trial. Brain, Behavior, and Immunity, 26(7), 1095-1101. 
doi:https://doi.org/10.1016/j.bbi.2012.07.006 
Creswell, J. W. (2003). Research design: qualitative, quantitative, and mixed methods 
approaches (2nd ed.). London: Sage Plublications. 
Creswell, J. W. (2007). Designing and conducting mixed methods research. CA: Thousand 
Oaks, SAGE Publications. 
Creswell, J. W. (2013). Qualitative inquiry and research design: choosing among five 
approaches (3rd ed.). Thousand Oaks: SAGE Publications. 
Creswell, J. W. (2014). Research design: Qualitative, quantitative, and mixed methods 
approches (4th ed.). United States of America: Sage Publications, Inc. 
Creswell, J. W. (2015). A concise introduction to mexed methods research. USA: SAGE 
Publications. 
Creswell, J. W., & Plano Clark, V. L. (2011). Designing and Conducting Mixed Methods 
Research. USA: SAGE Publications. 
Creswell, J. W., & Plano Clark, V. L. (2018). Designing and conducting mixed methods 
research (3rd Edition. ed.). USA: SAGE Publications. 
Cronbach, L. J. (1951). Coefficient alpha and the internal structure of tests. Psychometrika, 
16(3), 297–334. doi:https://doi.org/10.1007/BF02310555 
Crotty, M. (1998a). Constructionism: the making of meaning. In M. Crotty (Ed.), The 
foundations of social research: meaning and perspective in the research process. 
Cows Nest, NSW, Australia: Allen &Unwin. 
Crotty, M. (1998b). Introduction: the research process. In M. Crotty (Ed.), The foundations of 
social research: meaning and perspective in the research process. Cows Nest, NSW, 
Australia: Allen &Unwin. 
Crumbaugh, J. C., & Maholick, L. T. (1964). An experiential study in existentialism: the 
psychometric approach to Frankl’s concept of noogenic neurosis. Journal of Clinical 
Psychology, 20, 200.  
Cuijpers, P., van Straten, A., & Warmerdam, L. (2008). Are individual and group treatments 
equally effective in the treatment of depression in adults?: A meta-analysis. The 
European Journal of Psychiatry, 22, 38-51.  
Denzin, N. K. (2010). Moments, Mixed Methods, and Paradigm Dialogs. Qualitative Inquiry, 
16(6), 419-427. doi:10.1177/1077800410364608 
 
 265 
Dobkin, P. L. (2008). Mindfulness-based stress reduction: what processes are at work? 
Complementary Therapies in Clinical Practice, 14(1), 8-16. 
doi:10.1016/j.ctcp.2007.09.004 
Dong, S. T., Butow, P. N., Tong, A., Agar, M., Boyle, F., Forster, B. C., . . . Lovell, M. R. 
(2016). Patients' experiences and perspectives of multiple concurrent symptoms in 
advanced cancer: a semi-structured interview study. Supportive Care in Cancer, 24(3), 
1373-1386. doi:10.1007/s00520-015-2913-4 
Dunn, J., Watson, M., Aitken, J. F., & Hyde, M. K. (2017). Systematic review of 
psychosocial outcomes for patients with advanced melanoma. 26(11), 1722-1731. 
doi:10.1002/pon.4290 
Dunn, S. M., Welch, G. W., Butow, P. N., & Coates, A. S. (1997). Refining the Measurement 
of Psychological Adjustment in Cancer. Australian Journal of Psychology, 49(3), 144-
151. doi:doi:10.1080/00049539708260458 
Edge, S. B., Byrd, D. R., Compton, C. C., Fritz, A. G., Greene, F. L., & Trotti, A. (2010). 
American Joint Committee on Cancer (AJCC) Cancer Staging Manual: Seventh 
Edition (7th ed.). New York, Dordrecht, Heidelberg, London: Springer. 
Edge, S. B., & Compton, C. C. (2010). The American Joint Committee on Cancer: the 7th 
edition of the AJCC cancer staging manual and the future of TNM. Annals of Surgical 
Oncology, 17(6), 1471-1474. doi:10.1245/s10434-010-0985-4 
Edwards, R. T., Bryning, L., & Crane, R. (2015). Design of Economic Evaluations of 
Mindfulness-Based Interventions: Ten Methodological Questions of Which to Be 
Mindful. Mindfulness (N Y), 6(3), 490-500. doi:10.1007/s12671-014-0282-6 
Effective Practice and Organisation of Care (EPOC). (2015). Suggested risk of bias criteria 
for EPOC reviews. EPOC Resources for review authors. Retrieved from 
http://epoc.cochrane.org/epoc-specific-resources-review-authors 
Eisenbeck, N., & Szabó-Bartha, A. (2018). Validation of the Hungarian version of the 
Acceptance and Action Questionnaire-II (AAQ-II). Journal of Contextual Behavioral 
Science, 9, 80-87. doi:https://doi.org/10.1016/j.jcbs.2018.07.007 
Eliopoulos, G. M., Harris, A. D., Bradham, D. D., Baumgarten, M., Zuckerman, I. H., Fink, J. 
C., & Perencevich, E. N. (2004). The Use and Interpretation of Quasi-Experimental 
Studies in Infectious Diseases. Clinical Infectious Diseases, 38(11), 1586-1591. 
doi:10.1086/420936 
Ellis, K. R., Janevic, M. R., Kershaw, T., Caldwell, C. H., Janz, N. K., & Northouse, L. 
(2017). Meaning-based coping, chronic conditions and quality of life in advanced 
cancer & caregiving. Psycho-Oncology, 26(9), 1316-1323. doi:10.1002/pon.4146 
 
 266
Eve, A., Smith, A. M., & Tebbit, P. (1997). Hospice and palliative care in the UK 1994-5, 
including a summary of trends 1990-5. Palliative Medicine, 11(1), 31-43. 
doi:10.1177/026921639701100104 
Eyles, C., Leydon, G. M., Hoffman, C. J., Copson, E. R., Prescott, P., Chorozoglou, M., & 
Lewith, G. (2015). Mindfulness for the self-management of fatigue, anxiety, and 
depression in women with metastatic breast cancer: a mixed methods feasibility study. 
Integrative Cancer Therapies, 14(1), 42-56. doi:10.1177/1534735414546567 
Feilzer, M. Y. (2010). Doing Mixed Methods Research Pragmatically: Implications for the 
Rediscovery of Pragmatism as a Research Paradigm. Journal of Mixed Methods 
Research, 4(1), 6-16. doi:10.1177/1558689809349691 
Feldman, G., Hayes, A., Kumar, S., Greeson, J., & Laurenceau, J.-P. (2007). Mindfulness and 
Emotion Regulation: The Development and Initial Validation of the Cognitive and 
Affective Mindfulness Scale-Revised (CAMS-R). Journal of Psychopathology and 
Behavioral Assessment, 29(3), 177-190. doi:10.1007/s10862-006-9035-8 
Fife, B. L. (2005). The role of constructed meaning in adaptation to the onset of life-
threatening illness. Social Science and Medicine, 61(10), 2132-2143. 
doi:http://dx.doi.org/10.1016/j.socscimed.2005.04.026 
Flaskerud, H. J., & Winslow, J. B. (1998). Conceptualizing Vulnerable Populations Health-
Related Research. Nursing Research, 47(2), 69-78. doi:10.1097/00006199-
199803000-00005 
Fledderus, M., Oude Voshaar, M. A. H., Ten Klooster, P. M., & Bohlmeijer, E. T. (2012). 
Further Evaluation of the Psychometric Properties of the Acceptance and Action 
Questionnaire–II. Psychological Assessment, 24(4), 925-936. doi:10.1037/a0028200 
Foley, E., Baillie, A., Huxter, M., Price, M., & Sinclair, E. (2010). Mindfulness-Based 
Cognitive Therapy for individuals whose lives have been affected by cancer: a 
randomized controlled trial. Journal of Consulting and Clinical Psychology, 78(1), 72-
79. doi:10.1037/a0017566 
Folkman, S., & Greer, S. (2000). Promoting psychological well-being in the face of serious 
illness: when theory, research and practice inform each other. Psycho-Oncology, 9(1), 
11-19. doi:10.1002/(SICI)1099-1611(200001/02)9:1&lt;11::AID-
PON424&gt;3.0.CO;2-Z 
Frankl, V. E. (1959/1992). Man’s search for meaning (4th ed.). Boston, MA: Beacon Press. 
Frankl, V. E. (1988). The will to meaning: foundations and applications of Logotherapy. New 
York, NY: New American Library. 
 
 267 
Frankl, V. E. (2006). Tragic optimism. In V. E. Frankl (Ed.), Man’s search for meaning. 
Boston: Beacon Press. 
Gage, N. L. (1989). The Paradigm Wars and Their Aftermath A “Historical” Sketch of 
Research on Teaching Since 1989. Educational Researcher, 18(7), 4-10. 
doi:10.3102/0013189X018007004 
Gans, J. J., O’Sullivan, P., & Bircheff, V. (2014). Mindfulness based tinnitus stress reduction 
pilot study. Mindfulness, 5(3), 322-333. doi:10.1007/s12671-012-0184-4 
Gardner-Nix, J., Barbati, J., Grummitt, J., Pukal, S., & Raponi, N. R. (2014). Exploring the 
effectiveness of a mindfulness-based chronic pain management course delivered 
simultaneously to on-site and off-site patients using telemedicine. Mindfulness, 5(3), 
223-231. doi:10.1007/s12671-012-0169-3 
Garland, S. N., Carlson, L. E., Cook, S., Lansdell, L., & Speca, M. (2007). A non-randomized 
comparison of mindfulness-based stress reduction and healing arts programs for 
facilitating post-traumatic growth and spirituality in cancer outpatients. Supportive 
Care in Cancer, 15(8), 949-961. doi:10.1007/s00520-007-0280-5 
Germer, K., Siegel, R., & Fulton, P. (2005). Mindfulness and psychotherapy. NY: Guilford. 
Gibson, C., Tomarken, A., & Breitbart, W. S. (2006). Meaning-centered group psychotherapy 
for cancer patients. In C. M. Puchalski (Ed.), A time for listening and caring: 
spirituality and the care of the chronically ill and dying. Oxford; New York: Oxford 
University Press. 
Gilbert, P., & Choden, K. (2013). Mindful compassion: Using the power of mindfulness and 
compassion to transform our lives: Little, Brown Book Group. 
Gira, D. (1989). Comprendre le bouddhisme [Understanding Buddhism]. Paris: Bayard. 
Glare, P., Virik, K., Jones, M., Hudson, M., Eychmuller, S., Simes, J., & Christakis, N. 
(2003). A systematic review of physicians' survival predictions in terminally ill cancer 
patients. BMJ (Clinical research ed.), 327(7408), 195-198. 
doi:10.1136/bmj.327.7408.195 
Grbich, C. (2013). Qualitative data analysis: An introduction. London: SAGE. 
Green, J., & Thorogood, N. (2014). Qualitative methods for health research (3rd ed.). 
London: SAGE. 
Greene, J. C. (2007). Mixed mthods in social inquiry (1st ed.). United States of America: 
Jossey-Bass. 
Greene, J. C. (2008). Is Mixed Methods Social Inquiry a Distinctive Methodology? Journal of 
Mixed Methods Research, 2(1), 7-22. doi:10.1177/1558689807309969 
 
 268
Greene, J. C., Caracelli, V. J., & Graham, W. F. (1989). Toward a Conceptual Framework for 
Mixed-Method Evaluation Designs. Educational Evaluation and Policy Analysis, 
11(3), 255-274. doi:10.3102/01623737011003255 
Greenstein, M., & Breitbart, W. (2000). Cancer and the experience of meaning: A group 
psychotherapy for people with cancer. American Journal of Psychotherapy, 54(4), 
486.  
Greer, J. A., Traeger, L., Bemis, H., Solis, J., Hendriksen, E. S., Park, E. R., . . . Safren, S. A. 
(2012). A pilot randomized controlled trial of brief cognitive-behavioral therapy for 
anxiety in patients with terminal cancer. Oncologist, 17(10), 1337-1345. 
doi:10.1634/theoncologist.2012-0041 
Greer, S., Moorey, S., & Watson, M. (1989). Patients' adjustment to cancer: The Mental 
Adjustment to Cancer (MAC) scale vs clinical ratings. Journal of Psychosomatic 
Research, 33(3), 373-377. doi:https://doi.org/10.1016/0022-3999(89)90027-5 
Grossman, P. (2015). Mindfulness: Awareness Informed by an Embodied Ethic. Mindfulness, 
6(1), 17-22. doi:10.1007/s12671-014-0372-5 
Guba, E. G. (1990). The alternative paradigm dialog. In E. G. Guba (Ed.), The paradigm 
dialog (pp. 17-30). Newbury Park, CA: Sage. 
Guerrero-Torrelles, M., Monforte-Royo, C., Tomás-Sábado, J., Marimon, F., Porta-Sales, J., 
& Balaguer, A. (2017). Meaning in Life as a Mediator Between Physical Impairment 
and the Wish to Hasten Death in Patients With Advanced Cancer. Journal of Pain and 
Symptom Management, 54(6), 826-834. doi:10.1016/j.jpainsymman.2017.04.018 
Guest, C., MacQeen, K. M., & Namey, E. E. (2012). Applied thematic analysis (2nd ed.). 
Thousand Oaks, Calif: SAGE Publications. 
Gysels, M., & Higginson, I. (2009). Systematic reviews. In J. Addington-Hall, E. Bruera, I. 
Higginson, & S. Payne (Eds.), Research methods in palliative care. (pp. 115-136). 
United States: Oxford University Press. 
Hales, S., Lo, C., & Rodin, G. (2015). Managing Cancer And Living Meaningfully (CALM) 
Therapy. In J. C. Holland, W. S. Breitbart, P. N. Butow, P. B. Jacobsen, M. J. 
Loscalzo, & R. McCorkle (Eds.), Psycho-Oncology (Vol. 3, pp. 487–491). New York: 
Oxford University Press. 
Hammersley, M. (1992). What is wrong with ethnography? Methodological explorations. 
London ; New York: Routledge. 
Harding, J. (2013). Qualitative data analysis from start to finish. London: SAGE. 
 
 269 
Hayes, S. C. (1994). Content, context, and the types of psychological acceptance. In S. C. 
Hayes, N. S. Jacobson, V. M. Follette, & M. J. Dougher (Eds.), Acceptance and 
change: content and context in psychotherapy. Reno, NV: Context Press. 
Hayes, S. C. (2004). Acceptance and commitment therapy, relational frame theory, and the 
third wave of behavioral and cognitive therapies. Behavior Therapy, 35(4), 639-665. 
doi:https://doi.org/10.1016/S0005-7894(04)80013-3 
Hayes, S. C., & Hofmann, S. G. (2017). The third wave of cognitive behavioral therapy and 
the rise of process-based care. World psychiatry : official journal of the World 
Psychiatric Association (WPA), 16(3), 245-246. doi:10.1002/wps.20442 
Hayes, S. C., Luoma, J. B., Bond, F. W., Masuda, A., & Lillis, J. (2006). Acceptance and 
Commitment Therapy: Model, processes and outcomes. Behaviour Research and 
Therapy, 44(1), 1-25. doi:https://doi.org/10.1016/j.brat.2005.06.006 
Hayes, S. C., & Smith, S. (2005). Get out of your mind and into your life. Oakland, CA: New 
Harbinger Publications. 
Hayes, S. C., Strosahl, K. D., Bunting, K., Twohig, M., & Wilson, K. G. (2004). What is 
acceptance and commitment therapy? In S. C. Hayes & K. D. Strosahl (Eds.), A 
practical guide to acceptance and commitment therapy. New York: Springer Science 
and Business Media. 
Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (1999a). Acceptance and Commitment 
Therapy: An Experiential Approach to Behavior Change. New York: Guilford Press. 
Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (1999b). Acceptance and commitment therapy: 
an experiential approach to behavior change. New York: Guilford Press. 
Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (2012). Acceptance and commitment therapy: 
the process and practice of mindful change. NY: Guilford. 
Henry, M., Cohen, S. R., Lee, V., Sauthier, P., Provencher, D., Drouin, P., . . . Mayo, N. 
(2010). The Meaning-Making intervention (MMi) appears to increase meaning in life 
in advanced ovarian cancer: a randomized controlled pilot study. Psycho-Oncology, 
19(12), 1340-1347. doi:10.1002/pon.1764 
Hertzog, M. A. (2008). Considerations in determining sample size for pilot studies. Research 
in Nursing and Health, 31(2), 180-191. doi:10.1002/nur.20247 
Hick, F. S. (2010). Cultivating therapeutic relationships: the role of mindfulness. In F. S. Hick 




Hodges, L. J., Walker, J., Kleiboer, A. M., Ramirez, A. J., Richardson, A., Velikova, G., & 
Sharpe, M. (2011). What is a psychological intervention? A metareview and practical 
proposal. Psycho-Oncology, 20(5), 470-478. doi:doi:10.1002/pon.1780 
Horkheimer, M. (1972). Dialectic of enlightenment. New York: Continuum Pub. Co. 
Hulbert-Williams, N. J., Storey, L., & Wilson, K. G. (2015). Psychological interventions for 
patients with cancer: psychological flexibility and the potential utility of Acceptance 
and Commitment Therapy. European Journal of Cancer Care, 24(1), 15-27. 
doi:10.1111/ecc.12223 
Iwasaki, M., Di Bianca, M. S., & Nicholas, D. R. (2018). A Forbidden Topic at the End of 
Life: "What about you after I'm gone?". Psycho-Oncology. doi:10.1002/pon.4772 
Jahan, N., Naveed, S., Zeshan, M., & Tahir, M. A. (2016). How to Conduct a Systematic 
Review: A Narrative Literature Review. Cureus, 8(11), e864. doi:10.7759/cureus.864 
Jarukasemthawee, S., Pisitsungkagarn, K., Leangsuksant, T., & González, N. L. (2018). 
Mechanisms of change of traditional mindfulness practice in Thai adolescent students: 
A cross-sectional mediation study. International Journal of Adolescent Medicine and 
Health, <xocs:firstpage xmlns:xocs=""/>. doi:10.1515/ijamh-2018-0012 
Johns, S. A., Brown, L. F., Beck-Coon, K., Monahan, P. O., Tong, Y., & Kroenke, K. (2015). 
Randomized controlled pilot study of mindfulness-based stress reduction for 
persistently fatigued cancer survivors. Psycho-Oncology, 24(8), 885-893. 
doi:10.1002/pon.3648 
Johnson, J. A., Speca, M., Wu, J. S. Y., & Carlson, L. E. (2015). A feasibility trial of 
mindfulness meditation and acupuncture for the treatment of bone pain in women with  
Paper presented at the 73rd Annual Meeting of the American Psychosomatic Society, 
United States of America.  
Johnson, R. B., Onwuegbuzie, A. J., & Turner, L. A. (2007). Toward a Definition of Mixed 
Methods Research. Journal of Mixed Methods Research, 1(2), 112-133. 
doi:10.1177/1558689806298224 
Julião, M., Barbosa, A., Oliveira, F., Nunes, B., & Carneiro, A. V. (2013). Efficacy of dignity 
therapy for depression and anxiety in terminally ill patients: Early results of a 
randomized controlled trial. Palliative and Supportive Care, 11(6), 481-489. 
doi:10.1017/S1478951512000892 
Kabat-Zinn, J. (1982). An outpatient program in behavioral medicine for chronic pain patients 
based on the practice of mindfulness meditation: theoretical considerations and 




Kabat-Zinn, J. (1990). Full catastrophe living: Using the wisdom of your body and mind to 
face stress, pain and illness. New York: Delacorte. 
Kabat-Zinn, J. (1996). Mindfulness Meditation: What It Is, What It Isn’t, And It’s Role In 
Health Care and Medicine Comparative and Psychological Study on Meditation. (pp. 
161-169). Eburon, Netherlands. 
Kabat-Zinn, J. (2004). Wherever you go there you are. UK: Piatkus. 
Kabat-Zinn, J. (2013a). Full Catastrophe Living (Revised Edition): Using the Wisdom of Your 
Body and Mind to Face Stress, Pain, and Illness. New York: Bantam books. 
Kabat-Zinn, J. (2013b). Full Catastrophe Living (Revised Edition): Using the Wisdom of Your 
Body and Mind to Face Stress, Pain, and Illness. . New York: Bantam books. 
Kabat-Zinn, J. (2013). Full catastrophe living: using the wisdom of your body and mind to 
face stress, pain, and illness. (Revised and updated edition ed.). United States of 
America: Bantam Books. 
Kabat-Zinn, J. (2003). Mindfulness-based interventions in context: past, present, and future. 
Clin Psychol Sci Pract, 10(2), 144-156. doi:10.1093/clipsy.bpg016 
Kalof, L. (2008). Essentials of social research. Maidenhead: Open University Press. 
Kang, D., Kim, I. R., Choi, E. K., Yoon, J. H., Lee, S. K., Lee, J. E., . . . Cho, J. (2017). Who 
are happy survivors? Physical, psychosocial, and spiritual factors associated with 
happiness of breast cancer survivors during the transition from cancer patient to 
survivor. Psycho-Oncology, 26(11), 1922-1928. doi:10.1002/pon.4408 
Karekla, M., & Michaelides, M. P. (2017). Validation and invariance testing of the Greek 
adaptation of the Acceptance and Action Questionnaire -II across clinical vs. 
nonclinical samples and sexes. Journal of Contextual Behavioral Science, 6(1), 119-
124. doi:https://doi.org/10.1016/j.jcbs.2016.11.006 
Kavanaugh, K., Moro, T. T., Savage, T., & Mehendale, R. (2006). Enacting a Theory of 
Caring to Recruit and Retain Vulnerable Participants for Sensitive Research. Research 
in Nursing and Health, 29(3), 244. doi:10.1002/nur.20134 
Kessler, R. C., Andrews, G., Colpe, L. J., Hiripi, E., Mroczek, D. K., Normand, S. L., . . . 
Zaslavsky, A. M. (2002). Short screening scales to monitor population prevalences 
and trends in non-specific psychological distress. Psychological Medicine, 32(6), 959-
976.  
Kieviet-Stijnen, A., Visser, A., Garssen, B., & Hudig, W. (2008). Mindfulness-based stress 
reduction training for oncology patients: Patients’ appraisal and changes in well-being. 
Patient Education and Counseling, 72(3), 436-442. doi:10.1016/j.pec.2008.05.015 
 
 272
King, G. A. (2004). The Meaning of Life Experiences: Application of a Meta-Model to 
Rehabilitation Sciences and Services. American Journal of Orthopsychiatry, 74(1), 
72-88. doi:10.1037/0002-9432.74.1.72 
Kingston, T., Collier, S., Hevey, D., McCormick, M. M., Besani, C., Cooney, J., & O’dwyer, 
A. M. (2015). Mindfulness-based cognitive therapy for psycho-oncology patients: an 
exploratory study. Irish Journal of Psychological Medicine, 32(03), 265-274. 
doi:10.1017/ipm.2014.81 
Kline, P. (2000). The handbook of psychological testing (2nd ed.). London: Psychology Press. 
Kornblith, A. B. (1998). Psychosocial adaptation of cancer survivors. In J. C. Holland (Ed.), 
Psycho-Oncology (pp. 223-254). New York: Oxford University Press. 
Kotsou, I., Leys, C., & Fossion, P. (2018). Acceptance alone is a better predictor of 
psychopathology and well-being than emotional competence, emotion regulation and 
mindfulness. Journal of Affective Disorders, 226(Supplement C), 142-145. 
doi:https://doi.org/10.1016/j.jad.2017.09.047 
Kovács, M. J. (1992 ). Morte e desenvolvimento humano. In M. J. Kovács (Ed.), Paciente 
terminal e a questão da morte. São Paulo: Casa do Psicólogo. 
Kozlov, E., Niknejad, B., & Reid, M. C. (2018). Palliative care gaps in providing 
psychological treatment: A review of the current state of Research in multidisciplinary 
palliative care. American Journal of Hospice and Palliative Care, 35(3), 505-510. 
doi:10.1177/1049909117723860 
Krikorian, A., Limonero, J. T., & Maté, J. (2012). Suffering and distress at the end-of-life. 
Psycho-Oncology, 21(8), 799-808. doi:10.1002/pon.2087 
Kristeller, J., Wolever, R., & Sheets, V. (2014). Mindfulness-Based Eating Awareness 
Training (MB-EAT) for Binge Eating: A Randomized Clinical Trial. Mindfulness, 
5(3), 282-297. doi:10.1007/s12671-012-0179-1 
Kroenke, K., Spitzer, R. L., & Williams, J. B. W. (2001). The PHQ-9: Validity of a brief 
depression severity measure. Journal of General Internal Medicine, 16(9), 606-613. 
doi:10.1046/j.1525-1497.2001.016009606.x 
Kuthning, M., & Hundt, F. (2013). Aspects of vulnerable patients and informed consent in 
clinical trials. GMS German Medical Science, 11, Doc03. doi:10.3205/000171 
Kuyken, W., Crane, W., & Williams, J. M. (2012). Mindfulness-based cognitive therapy 
(MBCT) implementation resourses. Oxford, England: Oxford University, University 
of Exeter, Bangor University. 




Lamont, E. B., & Christakis, N. A. (2002). Physician factors in the timing of cancer patient 
referral to hospice palliative care. Cancer, 94(10), 2733-2737. doi:10.1002/cncr.10530 
Larkin, P. J., Bernadette Dierckx De, C., & Schotsmans, P. (2007). Transition towards end of 
life in palliative care: an exploration of its meaning for advanced cancer patients in 
europe. Journal of Palliative Care, 23(2), 69-79.  
Larroya, P. C., López, C. J., Castro, F. J., & Moncayo, F. L. G. (2017). Análisis cualitativo de 
temas construidos y emergentes a partir de una experiencia piloto de psicoterapia 
centrada en la compasión (PCC) en pacientes con cáncer avanzado. Psicooncología, 
14(1), 158. doi:10.5209/PSIC.55818 
Lau, M. A., Bishop, S. R., Segal, Z. V., Buis, T., Anderson, N. D., Carlson, L. E., . . . Devins, 
G. (2006). The toronto mindfulness scale: Development and validation. Journal of 
Clinical Psychology, 62(12), 1445-1467. doi:10.1002/jclp.20326 
Lee, V., Cohen, S. R., Edgar, L., Laizner, A. M., & Gagnon, A. J. (2004). Clarifying 
"meaning" in the context of cancer research: a systematic literature review. Palliative 
& supportive care, 2(3), 291. doi:10.1017/S1478951504040386 
Leech, N., & Onwuegbuzie, A. (2009). A typology of mixed methods research designs. 
International Journal of Methodology, 43(2), 265-275. doi:10.1007/s11135-007-9105-
3 
Leng, J., Lui, F., Chen, A., Huang, X., Breitbart, W., & Gany, F. (2017). Adapting Meaning-
Centered Psychotherapy in advanced cancer for the chinese immigrant population. 
Journal of Immigrant and Minority Health. doi:10.1007/s10903-017-0591-7 
Lengacher, C. A., Johnson-Mallard, V., Post-White, J., Moscoso, M. S., Jacobsen, P. B., 
Klein, T. W., . . . Kip, K. E. (2009). Randomized controlled trial of mindfulness-based 
stress reduction (MBSR) for survivors of breast cancer. Psycho-Oncology, 18(12), 
1261-1272. doi:10.1002/pon.1529 
Lengacher, C. A., Kip, K. E., Barta, M., Post-White, J., Jacobsen, P. B., Groer, M., . . . 
Shelton, M. M. (2012). A Pilot Study Evaluating the Effect of Mindfulness-Based 
Stress Reduction on Psychological Status, Physical Status, Salivary Cortisol, and 
Interleukin-6 Among Advanced-Stage Cancer Patients and Their Caregivers. Journal 
of Holistic Nursing, 30(3), 170-185. doi:10.1177/0898010111435949 
Lethborg, C., Schofield, P., & Kissane, D. (2012). The advanced cancer patient experience of 
undertaking meaning and purpose (MaP) therapy. Palliative and Supportive Care, 
10(3), 177-188. doi:10.1017/S147895151100085X 
Levac, D., Colquhoun, H., & O'Brien, K. (2010). Scoping studies: advancing the 
methodology. Implementation Science, 5(1), 69. doi:10.1186/1748-5908-5-69 
 
 274
Leykin, Y., & DeRubeis, R. J. (2009). Allegiance in psychotherapy outcome research: 
Separating association from bias. Clinical Psychology: Science and Practice, 16(1), 
54-65.  
Lin, H.-R. (2008). Searching for Meaning: Narratives and Analysis of US-Resident Chinese 
Immigrants With Metastatic Cancer. Cancer Nursing, 31(3), 250-258. 
doi:10.1097/01.NCC.0000305726.72969.07 
Lin, H.-R., & Bauer-Wu, S. M. (2003). Psycho-spiritual well-being in patients with advanced 
cancer: an integrative review of the literature. Journal of Advanced Nursing, 44(1), 
69-80. doi:10.1046/j.1365-2648.2003.02768.x 
Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. Beverly Hills: SAGE. 
Lindsay, E. K., Young, S., Smyth, J. M., Brown, K. W., & Creswell, J. D. (2018). Acceptance 
lowers stress reactivity: Dismantling mindfulness training in a randomized controlled 
trial. Psychoneuroendocrinology, 87, 63-73. doi:10.1016/j.psyneuen.2017.09.015 
Linehan, M. M. (1993). Cognitive Behavioral Treatment of Borderline Personality Disorder. 
New York: Guilford Press. 
Linehan, M. M. (2015). DBT skill training manual (2nd ed.). NY: Guilford. 
Lo, C., Hales, S., Chiu, A., Panday, T., Malfitano, C., Jung, J., . . . Rodin, G. (2016). 
Managing Cancer And Living Meaningfully (CALM): randomised feasibility trial in 
patients with advanced cancer. BMJ Supportive & Palliative Care. 
doi:10.1136/bmjspcare-2015-000866 
Lo, C., Hales, S., Jung, J., Chiu, A., Panday, T., Rydall, A., . . . Rodin, G. (2014). Managing 
Cancer And Living Meaningfully (CALM): Phase 2 trial of a brief individual 
psychotherapy for patients with advanced cancer. Palliative Medicine, 28(3), 234-242. 
doi:10.1177/0269216313507757 
Lo, R. S. K., Woo, J., Zhoc, K. C. H., Bsocsc, C. Y. P., Li, W., Yeo, P., . . . Lee, J. (2002). 
Quality of Life of Palliative Care Patients in the Last Two Weeks of Life. Journal of 
Pain and Symptom Management, 24(4), 388-397.  
doi:10.1016/S0885-3924(02)00504-3 
Lorraine, C. (1995). Questions of method in feminist practice. In S. D. Burt & L. Code (Eds.), 
Changing methods: Feminists transforming practice. Peterborough, Canada: 
Broadview. 
Mackenzie, M. J., Carlson, L. E., Munoz, M., & Speca, M. (2007). A qualitative study of self-
perceived effects of mindfulness-based stress reduction (MBSR) in a psychosocial 
oncology setting. Stress Health, 23(1), 59-69. doi:10.1002/smi.1120 
 
 275 
Macmillan Cancer Support and Marie Curie Cancer Care. (2013). End of life: a guide. A 
booklet for people in the final stages of life, and their carers. [4th ]. UK. 
Mahon, M. S., & Casperson, M. D. (1997). Exploring the psychosocial meaning of recurrent 
cancer: a descriptive study. Cancer Nursing, 20(3), 178-186. doi:10.1097/00002820-
199706000-00003 
Mahul, B. A. (2016). AJCC Cancer Staging System, 8th Edition: Update. Creating the Bridge 
from a “Population Based” to a More “Personalized” Approach. 
Marlatt, G. A., & Kristeller, J. L. (1999). Mindfulness and meditation. In W. R. Miller (Ed.), 
Integrating spirituality into treatment (pp. 67–84). Washington DC: American 
Psychological Association. 
Maxcy, S. (2003). Pragmatic threads in mixed methods research in the social sciences:The 
search for multiplemodes of inquiry and the end of the philosophy of formalism. . In 
Tashakorri & C. Teddlie (Eds.), Handbook of mixed methods in social & behavioral 
research. Thousand Oaks CA: Sage. 
Mayor, S. (2010). UK is ranked top out of 40 countries on quality of death thanks to hospice 
network. BMJ, 341(jul16 1). doi:10.1136/bmj.c3836 
McClain, C. S., Rosenfeld, B., & Breitbart, W. (2003). Effect of spiritual well-being on end-
of-life despair in terminally-ill cancer patients. The Lancet, 361(9369), 1603-1607. 
doi:10.1016/S0140-6736(03)13310-7 
McCoubrie, R., & Davies, A. (2006). Is there a correlation between spirituality and anxiety 
and depression in patients with advanced cancer? Supportive Care in Cancer, 14(4), 
379-385. doi:10.1007/s00520-005-0892-6 
McMillan, S. C., & Weitzner, M. A. (2003). Methodologic issues in collecting data from 
debilitated patients with cancer near the end of life. Oncology Nursing Forum, 30(1), 
123. doi:10.1188/03.ONF.123-129 
Melo, A. C. d., Valero, F. F., & Menezes, M. (2013). A intervenção psicológica em cuidados 
paliativos. Psicologia, Saúde & Doenças, 14, 452-469.  
Mikulincer, M., & Shaver, P. R. (2007). Attachment in adulthood: dynamics, structure, and 
change. New York: Guilford. 
Miller, D., Manne, S., Taylor, K., Keates, J., & Dougherty, J. (1996). Psychological distress 
and well-being in advanced cancer: The effects of optimism and coping. Journal of 




Ministry of Health. (2004). Ethnicity Data Protocols for the Health and Disability Sector. 




Ministry of Health. (2006). Operational Standard for Ethics Committees: Updated edition.    
Ministry of Health. (2010). Guidance for improving supportive care for adults with cancer in 
New Zealand.   Retrieved from http://www.health.govt.nz/publication/guidance-
improving-supportive-care-adults-cancer-new-zealand 
Ministry of Health. (2014). New Zealand Cancer Plan: Better, faster cancer care 
2015–2018. Wellington: Ministry of Health Retrieved from 
https://www.health.govt.nz/system/files/documents/publications/new-zealand-cancer-
plan-2015-2018-dec14-v3.pdf. 
Ministry of Health. (2015a). Mortality Collection Data Set (MORT).   
http://www.health.govt.nz/our-work/populations/maori-health/tatau-kahukura-maori-
health-statistics/nga-mana-hauora-tutohu-health-status-indicators/major-causes-death  
Ministry of Health. (2015b). New Zealand Cancer Registry (NZCR).   
http://www.health.govt.nz/our-work/populations/maori-health/tatau-kahukura-maori-
health-statistics/nga-mana-hauora-tutohu-health-status-indicators/cancer - 1  
Mitchell, A. J., Chan, M., Bhatti, H., Halton, M., Grassi, L., Johansen, C., & Meader, N. 
(2011). Prevalence of depression, anxiety, and adjustment disorder in oncological, 
haematological, and palliative-care settings: a meta-analysis of 94 interview-based 
studies. Lancet Oncology, 12(2), 160-174. doi:10.1016/S1470-2045(11)70002-X 
Moher, D., Shamseer, L., Clarke, M., Ghersi, D., Liberati, A., Petticrew, M., . . . Stewart, L. 
A. (2015). Preferred reporting items for systematic review and meta-analysis protocols 
(PRISMA-P) 2015 statement. Systematic Reviews, 4(1), 1. doi:10.1186/2046-4053-4-1 
Molden, D. C. (2014). Understanding Priming Effects in Social Psychology: What is "Social 
Priming" and How does it Occur? Social Cognition, 32(Supplement), 1-11. 
doi:http://dx.doi.org/101521soco201432supp1 
Monshat, K., & Castle, D. J. (2012). Mindfulness training: An adjunctive role in the 





Monti, D. A., Peterson, C., Kunkel, E. J. S., Hauck, W. W., Pequignot, E., Rhodes, L., & 
Brainard, G. C. (2006). A randomized, controlled trial of mindfulness-based art 
therapy (MBAT) for women with cancer. Psycho-Oncology, 15(5), 363-373. 
doi:10.1002/pon.988 
Montori, V. M., Swiontkowski, M. F., & Cook, D. J. (2003). Methodologic issues in 
systematic reviews and meta-analyses. Clinical Orthopaedics and Related 
Research(413), 43.  
Mosher, C. E., Tometich, D. B., Hirsh, A., Rand, K. L., Johns, S. A., Matthias, M. S., . . . 
Miller, K. (2017). Symptom experiences in metastatic breast cancer patients: 
relationships to activity engagement, value-based living, and psychological 
inflexibility. Psycho-Oncology, 26(11), 1944-1951. doi:10.1002/pon.4283 
National Ethics Advisory Committee. (2012). Ethical Guidelines for Intervention Studies: 
Revised edition. . Wellington: Ministry of Health Retrieved from 
http://neac.health.govt.nz/  
National Institute for Health Research. (2015). UK NIHR Evaluation, Trials and Studies, 
Feasibility studies Retrieved from http://www.nets.nihr.ac.uk/glossary/feasibility-
studies 
Nationwide Health and Disability Consumer Advocacy Service. (2014). Having a problem 
with a health or disability service? Auckland, New Zealand: Health and Disability 
Commissioner. 
New Zealand Government. (2018). Christchurch City Council.   Retrieved from 
https://www.ccc.govt.nz/culture-and-community/christchurch/statistics-and-
facts/facts-stats-and-figures/population-and-demographics/population/current-pop/  
Newell, S. A., Sanson-Fisher, R. W., & Savolainen, N. J. (2002). Systematic Review of 
Psychological Therapies for Cancer Patients: Overview and Recommendations for 
Future Research. Journal of the National Cancer Institute, 94(8), 558-584.  
Newton, D. (Writer). (2009). Facing Terminal Illness. In S. Channing (Producer). 
Psychotherapy.net: Kanopy. 
Nissim, R., Freeman, E., Lo, C., Zimmermann, C., Gagliese, L., Rydall, A., . . . Rodin, G. 
(2012). Managing Cancer and Living Meaningfully (CALM): A qualitative study of a 
brief individual psychotherapy for individuals with advanced cancer. Palliative 
Medicine, 26(5), 713-721. doi:10.1177/0269216311425096 
Nunes, L. V. (2009). Papel do psicólogo na equipe de Cuidados Paliativos. Manual de 
cuidados paliativos. Rio de Janeiro. 
 
 278
Office for Human Research Protections (OHRP). (2009). Basic HHS Policy for Protection of 
Human Research Subjects.   Retrieved from https://www.hhs.gov/ohrp/regulations-
and-policy/regulations/45-cfr-46/index.html  
Olson, K. (2011). Essentials of qualitative interviewing. Walnut Creek: Left Coast Press. 
Olsson, L., stlund, G., Strang, P., Grassman, E. J., & Friedrichsen, M. (2011). The 
glimmering embers: Experiences of hope among cancer patients in palliative home 
care. Pall Supp Care, 9(1), 43-54. doi:10.1017/S1478951510000532 
Onwuegbuzie, A. J., & Teddlie, C. (2003 ). A Framework for analyzing data in mixed 
methods research. In A. Tashakkori  & C. Teddlie (Eds.), Handbook of Mixed 
Methods in Social and Behavioral Research. CA: Sage  
Orsillo, S. M., & Roemer, L. (2005). An acceptance based behavior therapy for generalized 
anxiety disorder. In S. M. Orsillo & L. Roemer (Eds.), Acceptance and Mindfulness-
Based Approaches to Anxiety Conceptualization and Treatment (pp. 213–240). New 
York: Springer US. 
Pachman, D. R., Barton, D. L., Swetz, K. M., & Loprinzi, C. L. (2012). Troublesome 
Symptoms in Cancer Survivors: Fatigue, Insomnia, Neuropathy, and Pain. Journal of 
Clinical Oncology, 30(30), 3687-3696. doi:10.1200/jco.2012.41.7238 
Park, C. L., Waddington, E., & Abraham, R. (2018). Different dimensions of 
religiousness/spirituality are associated with health behaviors in breast cancer 
survivors. Psycho-Oncology. doi:10.1002/pon.4852 
Passik, S. D., Kirsh, K. L., Leibee, S., Kaplan, L. S., Love, C., Napier, E., . . . Sprang, R. 
(2005). A feasibility study of Dignity Psychotherapy delivered via telemedicine. 
Palliative and Supportive Care, 2(2), 149-155. doi:10.1017/S1478951504040209 
Payne, G., & Payne, J. (2004). The hawthorne effect. In G. Payne & J. Payne (Eds.), Sage key 
concepts: Key concepts in social research. (pp. 108-111). London: SAGE 
Publications. 
Pearce, M., Coan, A., Herndon, J., Koenig, H., & Abernethy, A. (2012). Unmet spiritual care 
needs impact emotional and spiritual well-being in advanced cancer patients. 
Supportive Care in Cancer, 20(10), 2269-2276. doi:10.1007/s00520-011-1335-1 
Peterson, J., Pearce, P. F., Ferguson, L. A., & Langford, C. A. (2017). Understanding scoping 
reviews: Definition, purpose, and process. Journal of the American Association of 
Nurse Practitioners, 29(1), 12-16. doi:10.1002/2327-6924.12380 
Pham, M. T., Rajić, A., Greig, J. D., Sargeant, J. M., Papadopoulos, A., & McEwen, S. A. 
(2014). A scoping review of scoping reviews: advancing the approach and enhancing 
the consistency. Research Synthesis Methods, 5(4), 371-385. doi:10.1002/jrsm.1123 
 
 279 
Philippot, P., & Segal, Z. (2009). Mindfulness based psychological interventions: developing 
emotional awareness for better being. Journal of Consciousness Studies, 16(10-12), 
285-306.  
Pinquart, M., Silbereisen, R., & Fröhlich, C. (2009). Life goals and purpose in life in cancer 
patients. Supportive Care in Cancer, 17(3), 253-259. doi:10.1007/s00520-008-0450-0 
Polit, D. F., & Beck, C. T. (2004). Nursing Research Principles and Methods (7th ed.). 
Philadelphia: Lippincott Williams & Wilkins  
Puchalski, C. M. (2006). A time for listening and caring: spirituality and the care of the 
chronically ill and dying. Oxford; New York: Oxford University Press. 
Reed, P. G. (1986). Religiousness among terminally ill and healthy adults. Research in 
Nursing &amp; Health, 9(1), 35-41. doi:10.1002/nur.4770090107 
Reker, G., Peacock, E., & Wong, P. (1987). Meaning and Purpose in Life and Well-Being: A 
Life-Span Perspective. Journal of Gerontology, 42(1), 44. doi:10.1093/geronj/42.1.44 
Rescher, N. (2005). Realism and pragmatic epistemology. Pittisburg, PA: University of 
Pittisburg Press. 
Reyna, Y. Z., Bennet, M. I., & Bruera, E. (2009). Ethical and practical issues in desighning 
and conducting clinical trials in palliative care. In J. Addington-Hall, E. Bruera, I. 
Higginson, & S. Payne (Eds.), Research methods in palliative care. Oxford: Oxford 
University Press. 
Reynolds, L. M., Bissett, I. P., Porter, D., & Consedine, N. S. (2017). A brief mindfulness 
intervention is associated with negative outcomes in a randomised controlled trial 
among chemotherapy patients. Mindfulness, 8(5), 1291-1303. doi:10.1007/s12671-
017-0705-2 
Richmond, C. (2005). Dame Cicely Saunders. BMJ : British Medical Journal, 331(7510), 
238-238.  
Ritchie, L. (2009). Wearing two hats: interviewing older people as a nurse researcher. 
Medical Sociology Online, 4(1), 14-24.  
Roberts, D., Calman, L., Large, P., Appleton, L., Grande, G., Lloyd-Williams, M., & Walshe, 
C. (2018). A revised model for coping with advanced cancer. Mapping concepts from 
a longitudinal qualitative study of patients and carers coping with advanced cancer 
onto Folkman and Greer's theoretical model of appraisal and coping. Psycho-
Oncology. doi:10.1002/pon.4497 
Roberts, J. A., Brown, D., Elkins, T., & Larson, D. B. (1997). Factors influencing views of 
patients with gynecologic cancer about end-of-life decisions. American Journal of 
Obstetrics and Gynecology, 176(1), 166-172. doi:10.1016/S0002-9378(97)80030-0 
 
 280
Roemer, L., & Orsillo, S. M. (2007). An open trial of an Acceptance-Based Behavior Therapy 
for generalized anxiety disorder. Behavior Therapy, 38(1), 72-85. 
doi:10.1016/j.beth.2006.04.004 
Roemer, L., Orsillo, S. M., & Salters-Pedneault, K. (2008). Efficacy of an Acceptance-Based 
Behavior Therapy for Generalized Anxiety Disorder: Evaluation in a Randomized 
Controlled Trial. Journal of Consulting and Clinical Psychology, 76(6), 1083-1089. 
doi:10.1037/a0012720 
Roochnik, D. (2004). Retrieving the ancients : an introduction to Greek philosophy. Malden, 
MA: Blackwell Pub. 
Rose, J. H., Kypriotakis, G., Bowman, K. F., Einstadter, D., O'Toole, E. E., Mechekano, R., 
& Dawson, N. V. (2009). Patterns of adaptation in patients living long term with 
advanced cancer. Cancer, 115(S18), 4298-4310. doi:10.1002/cncr.24584 
Rosenfeld, B., Saracino, R., Tobias, K., Masterson, M., Pessin, H., Applebaum, A., . . . 
Breitbart, W. (2016). Adapting Meaning-centered psychotherapy for palliative care 
setting: results of a pilot study. Palliative Medicine. doi:10.1177/0269216316651570 
Rosenfeld, B., Saracino, R., Tobias, K., Masterson, M., Pessin, H., Applebaum, A., . . . 
Breitbart, W. (2016). Adapting Meaning-Centered Psychotherapy for the palliative 
care setting: Results of a pilot study. Palliative Medicine, 31(2), 140-146. 
doi:10.1177/0269216316651570 
Rost, A. D., Wilson, K., Buchanan, E., Hildebrandt, M. J., & Mutch, D. (2012). Improving 
psychological adjustment among late-stage ovarian cancer patients: examining the role 
of avoidance in treatment. Cognitive and Behavioral Practice, 19(4), 508-517. 
doi:10.1016/j.cbpra.2012.01.003 
Ruiz, F., Suárez-Falcón, J., Cárdenas-Sierra, S., Durán, Y., Guerrero, K., & Riaño-Hernández, 
D. (2016). Psychometric Properties of the Acceptance and Action Questionnaire–II in 
Colombia. The Psychological Record, 66(3), 429-437. doi:10.1007/s40732-016-0183-
2 
Ryan, R., Hill, S., Prictor, M., & McKenzie, J. (2013). Cochrane consumers and 
communication review group: Study Quality Guide. 
Sachs, E., Kolva, E., Pessin, H., Rosenfeld, B., & Breitbart, W. (2013). On Sinking and 
Swimming: The Dialectic of Hope, Hopelessness, and Acceptance in Terminal 
Cancer. American Journal of Hospice and Palliative Medicine®, 30(2), 121-127. 
doi:10.1177/1049909112445371 
Salander, P. (2018). “Spirituality” hardly facilitates our understanding of existential distress—
But “everyday life” might. Psycho-Oncology, 0(0), 1-3. doi:doi:10.1002/pon.4784  
 
 281 
Salmon, P., Manzi, F., & Valori, R. M. (1996). Measuring the meaning of life for patients 
with incurable cancer: the life evaluation questionnaire (LEQ). European Journal of 
Cancer, 32 A(5), 755-760. doi:0959-8049(95)00643-5 
Sammons, P. (2010). The contribution of mixed methods to recent research on educational 
effectiveness. In A. Tashakkori & C. Teddlie (Eds.), SAGE Handbook of Mixed 
Methods in Social & Behavioural Research (2nd ed., pp. 697-723). Thousand Oaks, 
CA: SAGE Publications. 
Sanmukhani, J., & Tripathi, C. B. (2011). Ethics in Clinical Research: The Indian Perspective. 
Indian Journal of Pharmaceutical Sciences, 73(2), 125-130.  
Sanson-Fisher, R., Girgis, A., Boyes, A., Bonevski, B., Burton, L., & Cook, P. (2000). The 
unmet supportive care needs of patients with cancer. American Cancer Society(88), 
226-237. doi:10.1002/(SICI)1097-0142(20000101)88:1<226::AID-
CNCR30>3.0.CO;2-P 
Santorelli, S. (2014). Mindfulness-based stress reduction (MBSR): Standards of practice. 
Worcester MA: Center for Mindfulness in Medicine, Health Care & Society, 
University of Massachusetts Medical School. 
Schnoll, R. A., Knowles, J. C., & Harlow, L. (2002). Correlates of Adjustment Among 
Cancer Survivors. Journal of Psychosocial Oncology, 20(1), 37-59. 
doi:10.1300/J077v20n01_03 
Schults, F., & Schultz, P. (Writers). (2013). Eu maior. Higher self. A documentary film about 
self-knowledge and the pursuit of happiness. In A. Melman & M. CSchultz 
(Producer). Brazil: Catalizadora Auudiovisial. 
Schutte, L., Wissing, M. P., Ellis, S. M., Jose, P. E., & Vella-Brodrick, D. A. (2016). Rasch 
analysis of the Meaning in Life Questionnaire among adults from South Africa, 
Australia, and New Zealand. Health Qual Life Outcomes, 14(1), 12. 
doi:10.1186/s12955-016-0414-x 
Seale, C. (1997). Ensuring rigour in qualitative research. The European Journal of Public 
Health, 7(4), 379-384. doi:10.1093/eurpub/7.4.379 
Segal, Z. V., Williams, J. M. G., & Teasdale, J. D. (2002). Mindfulness-based cognitive 
therapy for depression: A new approach to preventing relapse. New York: Guilford 
Press. 
Segal, Z. V., Williams, J. M. G., & Teasdale, J. D. (2013). Mindfulness-Based Cognitive 




Serfaty, M., Armstrong, M., Vickerstaff, V., Davis, S., Gola, A., McNamee, P., . . . Low, J. T. 
S. (2018). Acceptance and commitment therapy for adults with advanced cancer 
(CanACT): A feasibility randomised controlled trial. Psycho-Oncology, 0(0). 
doi:doi:10.1002/pon.4960 
Shapiro, S., Carlson, L. E., Astin, J. A., & Freedman, B. (2006). Mechanisms of mindfulness. 
Journal of Clinical Psychology, 62(3), 373-386. doi:10.1002/jclp.20237 
Shapiro, S. L., Bootzin, R. R., Figueredo, A. J., Lopez, A. M., & Schwartz, G. E. (2003). The 
efficacy of mindfulness-based stress reduction in the treatment of sleep disturbance in 
women with breast cancer: an exploratory study. Journal of Psychosomatic Research, 
54(1), 85-91. doi:10.1016/S0022-3999(02)00546-9 
Shaw, J., Sekelja, N., Frasca, D., Dhillon, H. M., & Price, M. A. (2018). Being Mindful of 
Mindfulness Interventions in Cancer: a systematic review of intervention reporting 
and study methodology. Psycho-Oncology. doi:10.1002/pon.4651 
Sheard, T., & Maguire, P. (1999). The effect of psychological interventions on anxiety and 
depression in cancer patients: results of two meta-analyses. British Journal of Cancer, 
80, 1770. doi:10.1038/sj.bjc.6690596 
Sheldon, F., & Sargeant, A. (2009). Ethical and practice issues in qualitative research. In J. 
Addington-Hall, E. Bruera, I. Higginson, & S. Payne (Eds.), Research methods in 
palliative care. (pp. 163-179). United States: Oxford University Press. 
Sherman, A. C., Pennington, J., Latif, U., Farley, H., Arent, L., & Simonton, S. (2007). 
Patient Preferences Regarding Cancer Group Psychotherapy Interventions: A View 
From the Inside. Psychosomatics, 48(5), 426-432. doi:10.1176/appi.psy.48.5.426 
Silver, C., & Lewins, A. (2014). Using Software in Qualitative Research: A Step-by-Step 
Guide  Retrieved from http://methods.sagepub.com/book/using-software-in-
qualitative-research-2e doi:10.4135/9781473906907 
Skeath, P., Norris, S., Katheria, V., White, J., Baker, K., Handel, D., . . . Berger, A. (2013). 
The Nature of Life-Transforming Changes Among Cancer Survivors. Qualitative 
Health Research, 23(9), 10.1177/1049732313499074. 
doi:10.1177/1049732313499074 
Sobczak, L. R., & West, L. M. (2013). Clinical considerations in using mindfulness and 
acceptance based approaches with diverse populations: addressing chalenges in 
service delivery in diverse community settings. Cognitive and Behavioral Practice, 




Soelver, L., Rydahl-Hansen, S., Oestergaard, B., & Wagner, L. (2013). Identifying factors 
significant to continuity in basic palliative hospital care—from the perspective of 
advanced cancer patients. Journal of Psychosocial Oncology, 32(2), 167-188. 
doi:10.1080/07347332.2013.873999 
Speca, M., & Carlson, L. E. (2006). Mindfulness-based stress reduction (MBSR) as an 
intervention for cancer patients. In R. A. Baer (Ed.), Mindfulness-based treatment 
approaches: clinician's guide to evidence base and applications. . Amsterdam: 
Elsevier Inc. 
Speca, M., Carlson, L. E., Goodey, E., & Angen, M. (2000). A randomized, wait-list 
controlled clinical trial: the effect of a mindfulness meditation-based stress reduction 
program on mood and symptoms of stress in cancer outpatients. Psychosomatic 
Medicine, 62(5), 613.  
Spiegel, D., Kraemer, H., Bloom, J., & Gottheil, E. (1989). Effect of psychosocial treatment 
on survival of patients with metastatic breast cancer. The Lancet, 334(8668), 888-891. 
doi:10.1016/S0140-6736(89)91551-1 
Stats NZ. (2013). Religious affiliation. 2013 Census QuickStats about culture and identity.  
Retrieved from http://archive.stats.govt.nz/Census/2013-census/profile-and-summary-
reports/quickstats-culture-identity/religion.aspx  
Steger, M. F. (2010). The meaning in life questionnaire: what do the scores mean?  
Steger, M. F. (2013). Wrestling with our better selves: the search for meaning in life. In K. D. 
Markman, T. Proulx, & M. J. Lindberg (Eds.), The psychology of meaning. 
Washington: American Psychological Association. 
Steger, M. F., Frazier, P., Oishi, S., & Kaler, M. (2006). The meaning in life questionnaire: 
Assessing the presence of and search for meaning in life. Journal of Counseling 
Psychology, 53(1), 80-93. doi:10.1037/0022-0167.53.1.80 
Steger, M. F., & Shin, J. Y. (2010). The meaning in life questionnaire: what do the scores 
mean? The International Forum for Logotherapy, 33, 95-104.  
Stewart, R. R. (2014). An analysis of recruitment for a non-treatment sased advance care 
planning research study in terminal cancer patients. (Master of Science), The 
Pennsylvania State University.    
Stone, L., & Clarke, D. M. (2007). Adjusting to illness and other major life events: how can 
GPs help? Australian Family Physician, 36(4), 206-210.  
Storey, P. (1996). The vision of hospice and total pain. American Journal of Hospice and 
Palliative Medicine®, 13(1), 40-49.  
 
 284
Streubert, H. J., & Carpenter, D. R. (2011). Qualitative research in nursing : advancing the 
humanistic imperative (5th ed. ed.). Philadelphia: Lippincott Williams & Wilkins. 
Stuart, N. S. A., & Bartley, T. (2012). Cancer: The medical implications In T. Bartley (Ed.), 
Mindfulness-based cognitive therapy for cancer: Gently turning towards: Wiley-
Blackwell. 
Sullivan, M. D. (2003). Hope and hopelessness at the end of life. The American journal of 
geriatric psychiatry., 11(4), 393. doi:10.1097/00019442-200307000-00002 
Tacón, A. M., Caldera, Y. M., & Ronaghan, C. (2004). Mindfulness-Based Stress Reduction 
in women with breast cancer. Fam Syst Health, 22(2), 193-203.  
Tashakkori, A., & Teddlie, C. (2010). Sage handbook of mixed methods in social and 
behavioral research. CA: Sage Publications. 
Taylor, E. J. (1993). Factors associated with meaning in life among people with recurrent 
cancer. Oncology Nursing Forum, 9(20), 1399-1407.  
Taylor, G. W., & Ussher, J. M. (2001). Making Sense of S&M: A Discourse Analytic 
Account. Sexualities, 4(3), 293-314. doi:10.1177/136346001004003002 
Teixeira, M. L., Amaral, F. V., Takase, E., & Marra, R. (2016). Aprendendo a respirar: Uma 
breve introdução ao biofeedback cardiorrespiratório. Curitiba, Brasil.: Editora CRV. 
Temane, L., Khumalo, I. P., & Wissing, M. P. (2014). Validation of the Meaning in Life 
Questionnaire in a South African context. Journal of Psychology in Africa, 24(1), 81-
95. doi:10.1080/14330237.2014.904088 
Terrell, S. R. (2012). Mixed-Methods Research Methodologies. The Qualitative Report, 
1(17), 254-280.  
Teunissen, S. C., Wesker, W., Kruitwagen, C., de Haes, H. C., Voest, E. E., & De Graeff, A. 
(2007). Symptom prevalence in patients with incurable cancer: a systematic review. 
Journal of Pain and Symptom Management, 34(1), 94-104. 
doi:10.1016/j.jpainsymman.2006.10.015 
Tharaldsen, K. B. (2012). Mindful Coping. (Ph.D), University of Stavanger, Norway.   (174) 
Tharaldsen, K. B., & Bru, E. (2011). Validation of the mindful coping scale. Emotional and 
Behavioural Difficulties. doi:10.1080/13632752.2011.545647 
Tharaldsen, K. B., & Bru, E. (2012). Evaluating the Mindfulness-based Coping Program: An 
Effectiveness Study Using a Mixed Model Approach. Ment Illn, 4(1), e11. 
doi:10.4081/mi.2012.e11 
Thomas, J., & Harden, A. (2008). Methods for the thematic synthesis of qualitative research 




Thomas, J. M., & Weiner, E. A. (1974). Psychological differences among groups of critically 
ill hospitalized patients, noncritically ill hospitalized patients, and well controls. 
Journal of Consulting and Clinical Psychology, 42(2), 274-279. 
doi:10.1037/h0036248 
Tomás-Sábado, J., Villavicencio-Chávez, C., Monforte-Royo, C., Guerrero-Torrelles, M., 
Fegg, M. J., & Balaguer, A. (2015). What Gives Meaning in Life to Patients With 
Advanced Cancer? A Comparison Between Spanish, German, and Swiss Patients. 
Journal of Pain and Symptom Management, 50(6), 861-866. 
doi:10.1016/j.jpainsymman.2015.06.015 
Tondorf, T., Grossert, A., Rothschild, S. I., Koller, M. T., Rochlitz, C., Kiss, A., . . . Zwahlen, 
D. (2018). Focusing on cancer patients' intentions to use psychooncological support: A 
longitudinal, mixed-methods study. Psycho-Oncology, 27(6), 1656-1663. 
doi:10.1002/pon.4735 
Tsang, S. C.-H., Mok, E. S.-B., Lam, S. C., & Lee, J. K.-L. (2012). The benefit of 
mindfulness-based stress reduction to patients with terminal cancer. Journal of 
Clinical Nursing, 21(17-18), 2690-2696. doi:10.1111/j.1365-2702.2012.04111.x 
US Fed News Service Including US State News. (2015). Clinical trial: mindfulness 
meditation intervention for colorectal cancer patients and caregivers.  
Van Dam, N. T., van Vugt, M. K., Vago, D. R., Schmalzl, L., Saron, C. D., Olendzki, A., . . . 
Meyer, D. E. (2018). Mind the hype: a critical evaluation and prescriptive agenda for 
research on mindfulness and meditation. Perspectives on Psychological Science, 
13(1), 36-61. doi:10.1177/1745691617709589 
van Lankveld, J., Fleer, J., Schroevers, M. J., Sanderman, R., den Oudsten, B. L., & Dekker, 
J. (2018). Recruitment problems in psychosocial oncology research. Psycho-
Oncology. doi:10.1002/pon.4792 
Vergo, M. T., Nimeiri, H. S., Mulcahy, M. F., Benson, A. B., & Emanuel, L. (2014). A 
feasibility study of dignity therapy in patients with stage IV colorectal cancer actively 
receiving second-line chemotherapy. The Journal of Community and Supportive 
Oncology, 12, 446-453. doi:10.12788/jcso.0096 
Vergo, M. T., Nimeiri, H. S., Mulcahy, M. F., Von Roenn, J. H., Benson, A. B., & Emanuel, 
L. (2012). Feasibility of dignity therapy in patients with stage IV colorectal cancer 




Warth, M., Keßler, J., Hillecke, T. K., & Bardenheuer, H. J. (2015). Music therapy in 
palliative care: a randomized controlled trial to evaluate effects on relaxation. Dtsch 
Arztebl Int, 112(46), 788-794. doi:10.3238/arztebl.2015.0788 
Warth, M., Kessler, J., Hillecke, T. K., & Bardenheuer, H. J. (2016). Trajectories of 
terminally ill patients' cardiovascular response to receptive music therapy in palliative 
care. Journal of Pain and Symptom Management, 52(2), 196-204. 
doi:http://dx.doi.org/10.1016/j.jpainsymman.2016.01.008 
Weaver, C., Schiech, L., Held-Warmkessel, J., Kedziera, P., Haney, E., Dilullo, G., . . . 
Barsevick, A. (2006). Risk for unplanned hospital readmission of patients with cancer: 
results of a retrospective medical record review. Oncology Nursing Forum, 33(3), 
E44.  
Whitehead, L. C. (2007). Methodological and ethical issues in Internet-mediated research in 
the field of health: An integrated review of the literature. Social Science &amp; 
Medicine, 65(4), 782-791. doi:10.1016/j.socscimed.2007.03.005 
Whittemore, R., Chase, S. K., & Mandle, C. L. (2001). Validity in Qualitative Research. 
Qualitative Health Research, 11(4), 522-537. doi:10.1177/104973201129119299 
Williams, M., & Penman, D. (2011). Mindfulness: An eight-week meditation programme for a 
frantic world. Emmaus, Pa. : Rodale Books. 
Winkelman, W. D., Lauderdale, K., Balboni, M. J., Phelps, A. C., Peteet, J. R., Block, S. D., . 
. . Balboni, T. A. (2011). The relationship of spiritual concerns to the quality of life of 
advanced cancer patients: preliminary findings. Journal of Palliative Medicine, 14(9), 
1022. doi:10.1089/jpm.2010.0536 
Witek-Janusek, L., Albuquerque, K., Chroniak, K. R., Chroniak, C., Durazo-Arvizu, R., & 
Mathews, H. L. (2008). Effect of mindfulness based stress reduction on immune 
function, quality of life and coping in women newly diagnosed with early stage breast 
cancer. Brain, Behavior, and Immunity, 22(6), 969-981. doi:10.1016/j.bbi.2008.01.012 
World Health Organization. (2018). Cancer today: Data visualization tools for exploring the 
global cancer burden in 2018. The global cancer observatory: GLOBOCAN Retrieved 
from http://gco.iarc.fr/today/fact-sheets-cancers  
World Medical Association. (2013). World medical association declaration of Helsinki: 





Xu, W., Zhou, Y., Fu, Z., & Rodriguez, M. (2017). Relationships between dispositional 
mindfulness, self-acceptance, perceived stress, and psychological symptoms in 
advanced gastrointestinal cancer patients. Psycho-Oncology, 26(12), 2157-2161. 
doi:10.1002/pon.4437 
Yalom, I. D. (1980). Existential Psychoterapy. New York: Basic Books. 
Yang, K. P., & Yin, T. J. (1999). Defining the content domain of health related quality of life 
for terminally ill cancer patients. . Hu Li Yan Jiu. Nursing Research, 7, 129-144.  
Yates, J. W., Chalmer, B. J., James, P. S., Follansbee, M., & McKegney, F. P. (1981). 
Religion in patients with advanced cancer. Medical and Pediatric Oncology, 9(2), 
121-128. doi:10.1002/mpo.2950090204 
Young, W., Nadarajah, S., Skeath, P., & Berger, A. (2015). Spirituality in the context of life-
threatening illness and life-transforming change. Palliative & supportive care, 13(3), 
653-660. doi:10.1017/S1478951514000340 
Zabalegui, A. (1999). Coping strategies and psychological distress in patients with advanced 
cancer. Oncology Nursing Forum, 9(26), 1511-1518.  
Zernicke, K. A., Campbell, T. S., Blustein, P. K., Fung, T. S., Johnson, J. A., Bacon, S. L., & 
Carlson, L. E. (2013). Mindfulness-based stress reduction for the treatment of irritable 
bowel syndrome symptoms: a randomized wait-list controlled trial. International 
Journal of Behavioral Medicine, 20(3), 385-396. doi:10.1007/s12529-012-9241-6 
Zimmermann, F. F., Burrell, B., & Jordan, J. (2018). The acceptability and potential benefits 
of mindfulness-based interventions in improving psychological well-being for adults 
with advanced cancer: A systematic review. Complementary Therapies in Clinical 







Appendix A – Published article ............................................................................................. 291 
Appendix B – Right to include published article in thesis ..................................................... 303 
Appendix C – CCM Session one ........................................................................................... 305 
Appendix D – CCM Session two ........................................................................................... 311 
Appendix E – CCM Session three ......................................................................................... 317 
Appendix F – CCM Session four ........................................................................................... 323 
Appendix G – Study Consent Form ....................................................................................... 329 
Appendix H – Study Registration Form ................................................................................ 331 
Appendix I – Maori Consultation approval letter .................................................................. 333 
Appendix J – HDEC Approval Letters .................................................................................. 337 
Appendix K – CDHB Locality Authorization Letter ............................................................. 343 
Appendix L – Study Information Sheet ................................................................................. 349 
Appendix M – CCM brochure advertisement ........................................................................ 353 
Appendix N – CCM wall poster advertisement ..................................................................... 355 
Appendix O – Pre-intervention interview prompt sheet ........................................................ 357 
Appendix P – Post-intervention interview prompt sheet ....................................................... 359 
Appendix Q – Mindful Coping Scale adapted version .......................................................... 361 
Appendix R – Acceptance and Action Questionnaire-II ....................................................... 363 
Appendix S – The Meaning in Life Questionnaire ................................................................ 365 
Appendix T – Transcription confidentiality agreement ......................................................... 367 







Appendix A – Published article 
 
  
The acceptability and potential benefits of mindfulness-based
interventions in improving psychological well-being for adults with
advanced cancer: A systematic review
Fernanda F. Zimmermann a, *, Beverley Burrell a, Jennifer Jordan b
a Centre for Postgraduate Nursing Studies, University of Otago, Christchurch, PO Box 4345, Christchurch, 8140, New Zealand
b Department of Psychological Medicine, University of Otago, Christchurch, 4 Oxford Terrace, Christchurch, 8140, New Zealand
a r t i c l e i n f o
Article history:
Received 17 October 2017
Received in revised form
1 December 2017








a b s t r a c t
Objective: In spite of supportive care for people affected by cancer being well recognized as a priority for
research, there is little solid evidence of the effectiveness of psychological interventions using mind-
fulness for those with advanced cancer. This systematic review aims to describe, evaluate and synthesize
the acceptability and potential benefits of mindfulness-based interventions (MBIs) for the psychological
well-being of people with advanced cancers.
Methods: Eight databases were searched and terms related to advanced stages of cancer and mindfulness
were combined systematically to identify relevant published literature. Inclusion criteria were studies
with adults only and all types of cancer at stages III and IV. There was considerable variety in the MBI
treatment packages including in the extent and centrality of mindfulness in the interventions.
Results: Of 312 identified studies, only 8 included MBIs for people with advanced cancer rather than their
families or carers. Results from these studies suggests that MBIs are acceptable and beneficial to the
advanced cancer population, improving quality of life, use of mindfulness skills, acceptance of their
cancer situation and reduction in depression and anxiety. Some adaptations were recommended how-
ever regarding delivery, simplified briefer MBIs, abbreviated session time, flexibility concerning locality
of treatment and a minimized questionnaire burden for this group.
Conclusions: MBI packages reviewed in this study had evidence of acceptability and of effectiveness,
indicating potential benefit for this population. Individualized, including home-based interventions may
be optimal to allow critically ill patients to participate in treatment. In future, MBIs adapted to the needs
of various advanced cancer patients are recommended to address the gap in the field and improve health
care.
© 2017 Elsevier Ltd. All rights reserved.
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1. Introduction
Mindfulness meditation was initially developed and applied to
those with significant medical conditions by Jon Kabat-Zinn in
1979, with the results published in 1982 [1]. Numerous subsequent
studies have shown considerable evidence about the benefits of
practicing mindfulness meditation for those who face a range of
health problems [2e4]. Cancer is one of these conditions that often
leads to mental distress, worries, fear for the future, shock, hope-
lessness, anger, a sense of unfairness, and sometimes denial [5]. For
some people, avoidance of the implications of their diagnosis is the
only way they see to keep living.
Denying the diagnosis does not change the fact that the cancer is
present at an advanced stage so moving to a position of acceptance
can be an important element of an active coping process. With an
attitude of acceptance, the person can embrace all kinds of expe-
riences, including the negative ones, though the concept of
acceptance in this sense should not be confused with pessimism,
giving-up or resignation [6].
Advanced cancer is by definition unlikely to be cured [7,8], and
the diagnosis of a life-threatening illness has a significant impact on
an individual's life. Apart from the physical suffering during the
processes of surgery, chemotherapy and radiotherapy, emotional
suffering is great, affecting not only the patient but their families,
caregivers, partners, friends and community. Being diagnosed with
advanced cancer is a very frightening experience; for some it may
be a slowly progressing illness, for others it is more rapid [8].
Emotional reactions and existential questions arise when the pa-
tient becomes aware of the disease's progression. At the end of life,
patients usually experience many physical changes, but in addition
to that, a sense of loss, altered roles, difficulty in achieving goals,
and awareness of the distress of loved ones, all compounding the
levels of distress and suffering [9].
These symptoms and effects of the disease course, however, may
be moderated by the use of adaptive coping strategies, the best
outcome being a positive adjustment that allows for personal
growth and resilient coping with a difficult situations [10]. In order
to cope with stressful situations, mindfulness is increasingly being
used for stress reduction. Mindfulness is “the awareness that
emerges through paying attention on purpose, in the present moment,
and non-judgmentally to the unfolding of experience moment by
moment” ([11] p145).
Through mindfulness practice a decentered perspective is
reinforced, where a shift is made fromperceiving negative thoughts
as distressing or dangerous to being seen as impersonal and part of
a process [12]. Mindfulness meditation also cultivates the ability to
be in the present moment, in an accepting and non-judgmental
way [13]. The formal Mindfulness-Based Stress Reduction (MBSR)
program, devised in the 1990s, has been widely adopted in clinical
settings [14e18]. The program is an eight week course of 2.5 h of
mindfulness sessions per week usually delivered in groups, and an
8-h retreat day of silent mindful practice, usually delivered in
groups [19].
There are numerous studies of mindfulness-based interventions
(MBIs) used for patients with different types of cancer, mostly in
the early stages of the illness [16e18,20e29]. Very few of these
studies, however, have involved patients with advanced stages of
cancer, despite the fact that these patients are facing the greatest
challenge in coping with incurable, end-stage cancer [30]. The
complexity of undertaking research with this specific group has
meant that until recently there has been little solid evidence of the
effectiveness of psychological treatments for those affected by
advanced stages of cancer [31].
Patients with advanced or incurable cancer have higher levels of
need for support than patients whose cancer has stopped growing,
therefore it is advantageous if psychological interventions are
tailored to those patients who require them the most. In the United
Kingdom, psychological adjustment to a diagnosis of incurable
cancer has long been identified by the National Health Services
research strategists as a priority area for research [32].
There is now an emerging body of research trials on the delivery
of psychological interventions to advanced cancer populations.
These include Dignity Therapy [33], Meaning and Purpose Therapy
(MaP) [34] Meaning-Centered Psychotherapy Palliative Care
version (MCP-PC) [35], Managing Cancer and Living Meaningfully
(CALM) [36], Meaning-Centered Group Psychotherapy (MCGP) [37],
Individual Meaning-Centered Psychotherapy (IMCP) [38,39]. None
of these trials included mindfulness components.
1.1. MBIs and their use in patients with advanced stages of cancer
The practice of mindfulness involves nonjudgmental observa-
tion of the constantly changing stream of stimuli as they arise,
including thoughts, memories, bodily sensations, and emotions.
That is, people learn to notice all of these events as they occur,
without making judgments about their relative worth or impor-
tance [40].
Advanced cancer patients commonly appear to oscillate be-
tween their present life situation and the reality of their future [41].
Some sources of stress for cancer patients however relate to con-
cerns about the past: these might include attributions about cancer
causation or regrets about past decisions or weighing life priorities;
other worries are related to the future. A fundamental aspect of
mindfulness meditation that may have particular salience for





cancer patients is the ‘here-and-now’ orientation, that is, the
“radical insistence” on paying attention to present-moment reality
[15]. Regarding the fear that life could end at any moment, a study
reported that cancer patients cope better with their situation by
refraining from forming expectations and choosing to live one day
at a time to avoid disappointment [5]. This ability to live one day at
a time is consistent with cultivating the present moment practiced
in MBIs. Other relevant mindful coping skills of potential benefit to
the cancer population may include awareness of the present
moment, constructive self-distraction and a non-judgemental
acceptance of situation [42].
This systematic reviewaims to describe, evaluate and synthesize
the peer-reviewed literature on the acceptability and potential
benefits of MBIs on the psychological well-being of those with
advanced stages of cancer, in order to contribute insights for further
improvement in delivering psychological interventions to this
group.
2. Methods
This review has utilized the PRISMA-P preferred reporting
methods [43] and Gysels' methodology for conducting systematic
reviews as the latter is used for palliative care research, relevant to
the participant group in this review [31].
Systematic review registration number (Prospero):
CRD42017067925.
2.1. Search strategy
The literature was thoroughly searched by the authors in
consultation with an experienced librarian. A combination of key
words was used for the concepts of advanced cancer and
mindfulness-based interventions; the search terms are detailed
below. Results were organized and classified in categories into an
Excel table and duplicates were removed.
Additional papers were identified via hand searches in the
reference list of key articles. The literature was searched between
December 2016 and February 2017, and no publication year was
delimitated in order to reach the broadest number of papers exis-
tent in the literature.
2.2. Electronic database
To maximize coverage, eight electronic databases were
searched: PubMed, AMED (Allied and Complementary Medicine),
EBM Reviews - Cochrane Central Library, ERIC, Ovid Nursing
Database, PsycINFO, Ovid MEDLINE(R) and EMBASE.
2.3. Search terms
To identify publications relating to MBIs for adults with
advanced stages of cancer, the following search terms were com-
bined: (Mindfulness OR Acceptance and Commitment Therapy) AND
(advanced cancer OR advanced stage cancer OR metastatic cancer OR
terminal cancer OR cancer stage IV OR cancer stage III OR palliative
care OR incurable cancer OR end stage cancer OR terminally ill).
The search term “patient” was not used as studies often employ
more general terms like “participants”.
Inclusion criteria
! Mindfulness-based intervention
! All adults 18 years or older, of any ethnicity;
! Stage III and IV cancer of any type.
! Written in the English language
Exclusion criteria
! Studies including mixed participants, such as cancer patients
and caregivers, partners or family members;
! Studies including MBIs provided for health care professionals;
! Unpublished studies, conference presentations, book chapters,
dissertations and protocol studies;
! A number of papers using the same clinical trial were excluded
where researchers published more than one paper based on the
same sample; in this case the article closest in intent to the
inclusion criteria was used.
No confidential data or patients' identification were included in
this review, subsequently no ethical requirements were necessary.
2.4. Risk of bias (RoB) assessment
RoB assessment followed the Cochrane guidelines for random-
ized controlled trials [44] and the EPOC guidelines for other trials
[45].
The RoB tool assessed random sequence generation of the
allocation; concealment of allocation; blinding of outcome assess-
ment and dealing with incomplete outcome data.
3. Results
3.1. Search strategy
Fig. 1 presents the results of the study selection procedure.
From the 312 papers initially identified, 133 were eliminated by
removing duplicates, a further 61 were excluded after screening
according to the inclusion criteria, and a further 110 were excluded
by the exclusion criteria, as depicted in Fig. 1.
Eight MBI studies on adults with advanced stages of cancer were
identified for inclusion in this literature review. The researchers
examined different types of MBIs provided for adults with
advanced stages of cancer (stage III and IV) of any type of cancer. A
total of 456 advanced cancer patients participated across the eight
studies included in this review, 263 were in the MBI arm. Details of
the eight studies are shown in Table 1 with a narrative synthesis
presented below.
3.2. Characteristics of included studies
3.2.1. Content and delivery aspects of the MBIs
The designs selected in the studies were mostly randomized
controlled trials (RCT), but three studies used an open trial design
[46e48]. This systematic literature review includes the open trials
as well due to the paucity of RCT studies focused on this topic with
this specific population.
TheMBIs included in this reviewwere heterogeneous in content
and delivery. In order to deliver MBIs to people with different
health conditions, some traditional courses were adjusted to offer
shorter versions, and reduced session hours. Other interventions
included mindfulness along with other components, for example,
acceptance and art therapy.
In the papers reviewed there were several types of MBIs deliv-
ered to cancer patients that showed benefits and acceptability, but
some logistical problems and limitations were reported depending
on the target patient population receiving the MBI.
One study used Mindfulness-Based Stress Reduction (MBSR)
which uses a combination of meditation practice with focus on the
present moment, body scan, some yoga postures and body
awareness to enhance self-management and coping [48]. Two
studies used the Body Scan Meditation (BSM) from (MBSR), which





entails focusing one's attention on different regions of the body to
obtain mindful awareness [49,50]. Two studies applied
Mindfulness-Based Cognitive Therapy (MBCT) where people learn
to decenter negative feelings and thoughts, letting the mind
acknowledge automatic patterns of thoughts and responding to
them in skillful ways with awareness of what is actually happening
andmeditation practice [47,51] and one study used Acceptance and
Commitment Therapy (ACT) covering meditation practice, ele-
ments of acceptance of life events, including unwanted ones by just
noticing and embracing them in order to clarify personal and
meaningful values and to take action on them, the main goal is to
develop psychological flexibility [52].
One study used the Lessons In Linking Affect and Coping (LILAC)
intervention [53] where participants are taught specific skills
designed to increase the frequency of positive emotions they
experience in their daily lives, and one study introduced the
Mindfulness Art Therapy Short Version [46], which consists of
recorded meditations for learning and practicing mindfulness and
after mindfulness practice, patients are provided with art materials
(clay, collage materials, drawing materials, watercolors, and sketch
books) to make art expressing their feelings or emotions freely. In
this intervention, adaptation to significantly shorter mindfulness
sessions from the original was made. Most of the MBIs use the
traditional length and duration of an eight week course with home
practice, using mindfulness CDs of 30e45 min practices per day
[19].
Facilitators of the MBIs included a yoga specialist [46], health
professionals trained in mindfulness [47,51], a MBSR teacher [48], a
trained music therapist [50], interviewers trained for the study
purpose [53] and a PhD level clinical psychologist [52]. One study
did not report the facilitator's qualifications [49].
3.2.2. Recruitment
The majority of studies recruited participants from local hospi-
tals/oncology units. The MBIs were mostly delivered to participants
in group formats [47e51,53], and only two studies provided the
sessions individually [46,52].
The mindfulness session delivery settings were not reported in
three studies [46,47,49]. The remaining studies delivered theMBI at
a hotel facility [48]; hospital palliative care unit [50]; university
cancer centre [53] and via telephone/teleconference [51], in the last
case the participants must have participated from their own homes.
One intervention was delivered at four different places: the ex-
perimenter's clinical office, the chemotherapy treatment room, an
inpatient hospital room and a physical exam room [52].
3.3. Review of study outcomes
Outcomes relevant to this review included quality of life (mental
components), mental health (anxiety, depression, distress), and
aspects related to mindfulness. Four studies did not report mind-
fulness outcomes [46,49,50,52].
Fig. 1. Study selection procedure.
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Poor health was a major reason for dropout. One study reported
that treatment uptake was only 20% of those approached [48].
Dropout ranged from less than 1%e40% of participants. There were
diverse reasons for not completing treatment including: health
deterioration, being transferred to hospice or hospital, and passing
away during the study period, although other logistical reasons
were also mentioned including clashing treatment appointments
or travel issues (see Table 1). Three studies reported that partici-
pants dropped out due to the length of the treatment/intervention
[47,48,51]. All of those studies used full length versions (8 weeks) of
MBIs.
3.4. Acceptability
A narrative review of acceptability of the included trials is pre-
sented in Table 2. Five studies reported participants found the MBI
to be acceptable and helpful [47,48,50,51,53]. Potential benefits
reported include: positive emotions, less emotional reactivity,
reduced symptoms, improvement in quality of life and better
coping. Participants also reported improved mindfulness skills.
Three studies did not measure or report the interventions'
acceptability [46,49,52].
3.5. Risk of bias
Risk of bias was systematically assessed for all included studies
(see Table 3). Four of the included studies presented low risk of bias
[50e53], for two studies the risk of bias was unclear [46,48] and the
remaining two studies presented high risk of bias [47,49]. Further
information about the risk of bias assessment of included studies is
available in Supplementary Table 1.
3.6. Pre-post effect size for studies outcomes
Effect sizes for key outcomes of MBIs are presented in Table 3.
Effect sizes were provided by the authors [46,52,53] or calculated
from data provided in the original tables [47,48,50,51]. In one study
the means and standard deviation were not provided and no effect
size could be calculated [49].
The studies varied greatly in the effect sizes noted. In general the
effect sizes were small for most outcomes with the exception of the
Rost et al. study [52] which had large to very large effect sizes for all
variables examined here.
A large and medium to large effect was also presented in pa-
tients' cancer specific quality of life, self-compassion and tendency
to be kind and understanding [53] nonreactivity to inner experi-
ence [47], depression, mindfulness in decentering, anxiety [48] and
vigor-activity [46]. A medium effect was shown in reducing par-
ticipants' negative emotions, increased mindfulness and positive
affect skills [53], increased general well-being and relaxation [50],
acting with awareness [47], overall mood [46] and cognitive and
emotional function in quality of life [48]. Four studies did not report
mindfulness outcomes [46,49,50,52].
The remaining emotional/psychological outcome domains had
small, very small or negligible effect size.
4. Discussion
This systematic review identified eight studies utilising a range
of MBIs, and found evidence of acceptability and benefits for these
interventions in addressing the psychological well-being of
advanced cancer patients. Feasibility issues were identified related
to recruitment, delivery settings and duration of interventions.
All but three studies had significant methodological problems
and the unclear overall risk of bias means that caution is needed in
interpreting the findings, however, several interventions from the
studies reviewed in this paper demonstrated potential benefits
such as improved general mental health, reduction in cancer pain,
improvement in anxiety, and impacting positively on participants'
quality of life. Participants are reported to have been more
accepting and able to cope with their life and relationships. All the
benefits cited by participants demonstrate the helpfulness of the
MBIs utilized for this population.
The quality of Rost et al.' study was generally sound, but it is
likely that some additional factors contributed to their strong re-
sults relative to the other studies. The central acceptance-oriented
element of ACT in this MBI may have been the most effective
element in improving participants' quality of life, acceptance atti-
tude, level of depression, distress and emotional control. A gender
influence may be considered as the sample was 100% female. The
study facilitator was a Ph.D. level clinical psychologist, which may
have had an impact on the way the intervention was delivered.
The second issue was that the number of studies identified in
this systematic reviewwas notably small, despite the importance of
psychological/emotional support being highlighted [54e56] for
patients with advanced stages of cancer.
Patients at the end of life require constant care, support, the
feeling of love and connection to others [57]. Despite this obvious
need, the advanced cancer population has been reported as a
neglected group without proven interventions to determine
effective ways of reducing the psychological distress they experi-
ence [51].
While researchers stress the need for further research on
mindfulness meditation for terminally ill cancer patients [58], a
number of interventions using mindfulness for this target popula-
tion had as exclusion criteria of patients with cancer in their final/
terminal phase [50,59,60] or bed bound patients [48]; another
study included only patients with a recent diagnosis of advanced
cancer not yet referred to a hospice [30].
There are obvious practical and ethical challenges to research
involving participants living with a life-threatening illness,
including participants' health conditions affecting their disposition
to travel to participate in mindfulness sessions, and to commit to


















a On study number 7 the MBI was applied on control group, for this reason results reported in this paper are from control group. BSM: Body Scan Meditation; MBSR:
Mindfulness-Based Stress Reduction; MBCT: Mindfulness-Based Cognitive Therapy; MATSV: Mindfulness Art Therapy Short Version; ACT: Acceptance and Commitment
Therapy; LILAC: Lessons In Linking Affect and Coping.





treatment over a significant period of time, leading to dropping out
of the interventions.
The third issue is the duration of MBIs, repeatedly reported as a
barrier for this population, highlighted during recruitment when
many eligible patients declined participation due to the time, level
of commitment required [48,51] and completing treatment de-
mands [47]. For thosewith a life-threatening disease, time becomes
very important; patients with advanced cancer have referred to
time metaphorically as “the bomb's ticking” and often rationalize
time in proximity to death [41]. For some advanced cancer patients,
the risk of being hospitalized means losing time with relatives and
things that they treasure, and consideration of ‘time being short’
can even make them postpone contacting the hospital for essential
care [61]. Undertaking an additional mindfulness treatment during
the course of a demanding chemotherapy regime, for example, may
be overly taxing for some patients, and treatment schedules that
coincide with the MBIs program attendance are sometimes difficult
or impossible to alter [15].
In this review, the studies using short versions of MBIs
[46,49,50] reported fewer problems with dropout. Although the
practice of mindfulness is considered beneficial, the advantage of
obtaining better mental health to cope with the disease could only
be acquired according to one research group [49] by continuous
practice, for at least one month, for patients with terminal cancer.
Table 2
Studies outcomes measures and assessment time points.
Study Outcome measures Time Point
Tsang et al. (2012) [49] ! Short Form Health Survey (SF 36)
! Physical Component Summary (PCS)
! Mental Component Summary (MCS)
Treatment duration: Not reported
! Pre-treatment
! Week 1 post treatment
! Week 4 post treatment
Eyles et al. (2015) [48] ! Brief Fatigue inventory (BFI)
! Hospital, Anxiety and Depression Scale (HADS)
! EuroQol Five Dimensions Questionnaire (EQ-5D)
! Toronto Mindfulness Scale (TMS)
! European Organization for Research and Treatment of Cancer
Quality of Life Questionnaire (EORTC QLQ-C30)
Treatment duration: 8 weeks
! Pre-treatment
! Week 4 during treatment
! Week 8 during treatment
! Week 16 post treatment
! Week 24 post treatment
Chambers et al. (2017) [51] ! Brief Symptom Inventory (BSI)
! Impact of Event Scale (IES)
! Prostate Specific antigen Anxiety (PSA)
! Functional Assessment of Cancer Therapy-Prostate (FACT-P)
! Post-traumatic Growth Inventory (PTGI)
! Five Facet Mindfulness Questionnaire (FFMQ)
Treatment duration: 8 weeks
! Pre-treatment
! 12 weeks post treatment
! 24 weeks post treatment
! 36 weeks post treatment
Ando et al. (2016) [46] ! Profile of Mood States (POMS)
! Functional Assessment of Chronic Illness Therapy-Spiritual
wellbeing (FACIT-Sp)
Treatment duration: 2 weeks
! Pre-treatment
! Post-treatment
Rost et al. (2012) [52] ! Beck Depression Inventory II (BDI-II)
! Beck Anxiety Inventory (BAI)
! Profile of Mood States (POMS)
! Courtland Emotional Control Scale (CECS)
! White Bear Thought Suppression Inventory (WBTSI)
! COPE Inventory
! Functional Assessment of Cancer Therapy-General (FACT-G)
Treatment duration: 16 weeks
! Pre-treatment
! End of the 4th session
! End of the 8th session
! End of 12th session
Chambers et al. (2012) [47] ! Hospital Anxiety and Depression Scale (HADS)
! Revised Impact of Events Scale (IES-R)
! Memorial Anxiety Scale Prostate Cancer (MAX-PC)
! Expanded UCLA Prostate Cancer Index (EPIC)
! Functional Assessment of Cancer Therapy Prostate (FACT-P)
! Five Facet Mindfulness Questionnaire (FFMQ)
Treatment duration: 8 weeks
! Pre-treatment
! Week 8 post-treatment
! Week 12 post-treatment
Warth et al. (2015) [50] ! Visual Analog Scale (VAS) from 0 to 10 self-rated relaxation,
general well-being and acute pain
! European Organization for Research and Treatment of Cancer
Quality of Life Questionnaire (EORTC QLQ-C15-PAL)
Treatment duration: 4 days
! Before session 1
! After session1
! Before session 2
! After session 2
Cheung et al. (2016) [53] ! Center for Epidemiologic Studies Depression Scale (CES-D)
! Differential Emotions Scale (modified version)
! Multidimensional Quality of Life Scale (cancer)
! 12 items mindfulness scale derived from the Kentucky Inventory
of Mindfulness Skills (KIMS) and the Southampton Mindfulness
Questionnaire (SMQ)
! Positive effect scale (developed for the purpose of the study)
! Self-Compassion Scale Short Form
Treatment duration: 8 weeks
! Pre-treatment
! Week 1 post-treatment
! Week 4 post-treatment
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Anxiety d¼ 0.77 Medium-
large
Depression (HADS) d¼ 1.16 Large
Quality of life (EQ5D)
" Role function in QoL d¼ 0.12 Very small
" Emotional function in QoL d¼ 0.50 Medium
" Cognitive function in QoL d¼ 0.61 Medium
"Social function in QoL d¼ 0.29 Small








Psychological distress (BSI) d¼ 0.03 Negligible
Quality of life (FACTP) d¼ 0.04 Negligible
Benefit finding (PGI) d¼ 0.03 Negligible
Mindfulness skills (FFMQ) d¼#0.13 Very small
" Observing d¼#0.30 Negligible
" Describing d¼ 0.01 Negligible
" Acting with awareness d¼#0.03 Negligible
" Nonjudging of inners experience d¼#0.12 Very small
Nonreactivity to inner experience d¼#0.11 Very small
Ando et al.
(2016) [46]




Spiritual wellbeing (FACIT-Sp) Reported no change No change.
Domains of mood state (POMS)
" Tension-Anxiety d¼#0.35 Small
" Vigour-Activity d¼ 0.78 Medium-
large
" Confusion-Bewilderment d¼#0.45 Small








Depression (BDI-II) d¼ 3.31 Very large
Anxiety (BAI) d¼ 0.98 Large
Distress (POMS) d¼ 1.06 Large
Emotional control (CECS) d¼ 3.76 Very large
Thoughts suppression (WBSI) d¼ 1.97 Very large
Quality of life (FACT-G) d¼ 3.31 Very large
Acceptance (subscale from COPE) d¼ 1.59 Very large
Mental disengagement (subscale from COPE) d¼ 1.58 Very large




Open trial High 100% Male Range 58-83
Average 67 years
Anxiety (HADS) d¼ 0.33 Small
Depression (HADS) d¼ 0.12 Very small
Cancer-related distress (MAX-PC)
" Cancer prostate anxiety d¼ 0.3 Small
" Fear of recurrence d¼#0.03 Negligible
Prostate cancer-specific quality of life (FACTP)
" Social/family well-being d¼ 0.07 Very small
" Emotional well-being d¼#0.29 Small
" Functional well-being d¼ 0.29 Small
Mindfulness (FFMQ)
" Observing d¼#0.41 Small
" Describing d¼ 0.04 Very small
" Acting with awareness d¼ 0.5 Medium
" Nonjudging of inners experience d¼ 0.25 Small
" Nonreactivity to inner experience d¼#0.87 Large
Warth et al.
(2015) [50]





Relaxation d¼ 0.62 Medium
General wellbeing d¼ 0.56 Medium








Positive emotion d¼ 0.32 Small
Negative emotion d¼#0.69 Medium
Cancer-specific quality of life d¼ 0.90 Large
Positive coping
" Mindfulness d¼ 0.65 Medium
" Positive affect skills d¼ 0.65 Medium




This table contains the studies which providedmeans and standard deviation for Cohen's d calculation, outcomes shown above are pre and post intervention, no follow ups are
measured. In one study the means and standard deviation were not provided and no effect size was able to be calculated [36]. HADS: Hospital, Anxiety and Depression Scale;
EQ5D: Euro Quality of Life 5 Dimensions; QoL: Quality of Life; TMS: Toronto Mindfulness Scale; BSI: Brief Symptom Inventory; FACT-P: Functional Assessment of Cancer
Therapy Prostate; PGI: Post-traumatic Growth Inventory; FFMQ: Five Facet Mindfulness Questionnaire; FACIT-Sp: Functional Assessment of Chronic Illness Therapye Spiritual
wellbeing; POMS: Profile of Mood States; BDI-II: Beck depression inventory II; BAI: Beck anxiety inventory; CECS: Courtland Emotional Control Scale; WBTSI: White Bear
Thought Suppression Inventory; FACT-G: Functional Assessment of Cancer Therapy; MAX-PC: Memorial Anxiety Scale Prostate Cancer.





As a result, a number of researchers have conducted MBSR in-
terventions with cancer patients where the session time was
reduced [14,22,62,63] when compared to the traditional MBSR
program. In adopting this measure, researchers display flexibility
and consideration for the circumstances of this group who are very
unwell and daily weigh competing priorities around their condition
and psychological well-being.
The fourth issue noted is that the majority of studies used group
delivery of MBI as mentioned previously. The effectiveness of the
MBIs, however, is likely to depend, at least in part, on how useful
patients find the particular techniques within the program struc-
ture, depending on individual needs, background and personality
[15]. These personal needs may be most effectively addressed in
individual sessions instead of group sessions, as a facilitator would
be more able to pay attention to individual participants' necessities
or discomfort and follow up with the treatment at participants'
own pace. When measuring patterns of adaptation in improving
psycho-spiritual wellbeing for advanced cancer patients, individ-
ualized coping interventions may benefit this group more [30], it is
also important to consider the burden of participation in group
interventions which require higher levels of commitment than
individual low-intensity intervention, the longer the duration of
the interventions the lower the uptake and adherence for patients
with metastatic cancers [64]. In the Rost et al. study [52], the MBI
was delivered individually, and this practice may be one of the el-
ements that contributed to the results of ‘very large’ and ‘large’
effect sizes of the outcomes measured.
Our narrative review notes as the fifth issue that the delivery
settings may influence the way participants receive the treatment.
Issues arise around maintenance of privacy and the risk of in-
terruptions if session are convened in clinical settings. Flexibility in
facilitation is to be considered.
In that regard, a client-centered approach would work better
than a group intervention delivered at a hospital unit/room. For
example, in home-based individualized interventions, patientsmay
feel more comfortable and there is no need to travel to attend the
treatment. Research demonstrates that when cancer patients do
not manage to cope adequately with the disease at home, there is a
high risk of hospital readmission [65]. Therefore, if a psychological
intervention can enable patients to better cope at home, some
admissions may be avoided or reduced.
The sixth issue is related to the questionnaires used by re-
searchers. The Toronto Mindfulness Scale (TMS) [48] was reported
as problematic, and some participants advised that they did not
understand some of the questions in their context. Most studies
used numerous questionnaires (up to 7) [51e53] and some
administered these at four to five different time points [48,51].
Considering the potential vulnerability and compromised health of
this group, the quantity of questionnaires could be considered a
burden, therefore we recommend efforts be made to reduce
participant obligations.
This review identified that MBIs are acceptable for adults coping
with advanced stages of cancer and provide several benefits in
improving psychological well-being. Although the overall risk of
bias for all studies was rated unclear, only two studies had a high
risk of bias, suggesting that these findings can be accepted, albeit
with some caution. However, some adjustments to the delivery of
MBIs, particularly the length, should be considered according to the
frail health of this population.
Finally, this field is a growing area of research with all studies in
this review published between 2012 and 2017. If palliative care
patients are to receive the best possible care, there is a need for
more clinical trials to increase the evidence base for ‘what works’
for psychological coping [66]. Further research in the field of
advanced stages of cancer should take account the patients'
perspectives in the evaluation of palliative care service delivery
[41].
4.1. Limitations
Potentially a narrative style review is limiting. A quantitative
meta-analysis was considered, but remained inappropriate as the
MBIs reported used different types of interventions, the outcome
measures/instruments differ between studies, and some necessary
data to perform this analysis could not be obtained [31]. For
example, omitted information was the facilitator qualification, the
programs acceptability to participants and delivery settings.
Moreover, only four of eight studies measured mindfulness, and
those that did use mindfulness scales did not necessarily use the
same scales, posing a challenge for comparison between in-
terventions. Failure to use a mindfulness measure was not an a
priori exclusion criterion. Those studies that did not measure
mindfulness [49] [50] [52] [46] were using an abbreviated mind-
fulness intervention as part of a broader package. Unfortunately,
failure to include a mindfulness measure means that the extent of
change in mindfulness, and any conclusions about it being an
effective element of those treatments in those studies is unknown.
This review focused on published articles, and did not access the
grey literature. Papers were searched in the English language only.
Using other search terms might have resulted in more potential
studies than the 312 identified however we consider that those
chosen were sufficiently broad to capture all relevant studies that
used mindfulness in this target group, and that the limited results
reflects limited studies in this specific area of interest.
4.2. Clinical implications
The clinical implications of these findings are that some adap-
tations to the MBIs must be considered given the target pop-
ulation's needs, including use of simplified MBIs: shorter session
duration, shorter treatment course duration; andmore flexibility of
the facilitator in delivery and setting; where individualized home-
based interventions may be optimal to allow patients facing life-
limiting cancers to participate in this kind of treatment.
The practice of MBIs with terminal patients as well as research
with this population needs, to take into consideration the ethical
and methodological obstacles identified in this review.
5. Conclusion
In conclusion, this review suggests that MBIs are acceptable to
and potentially beneficial for people with advanced cancer, and
further MBIs adapted to the needs of advanced cancer patients are
encouraged to address the issue in the field and to improve the
psychological support options provided for people with advanced
cancer by health care services.
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Appendix C – CCM Session one 
Relaxation, body scan, focus on the present moment and mindful coping 
skills. 
This is the first session of the training. You will be guided to relax your mind and your body, 
learn about living the present moment and obtain some mindful coping skills.  
Through mindfulness practices you can become more aware of your patterns of ways of 
coping. Mindfulness exercises are believed to increase the quality of the moment (Tharaldsen, 
2012).  
Lie down on your back or sit in a comfortable place, make sure that you will be warm enough, 
you may want to cover yourself with a blanket, but remember that for this use, you are aiming 
to “fall awake,” not fall asleep (Kabat-Zinn, J, 2013a). It may be helpful to place an extra 
pillow under your head. Once you feel comfortable, take a nice deep breath. 
The next 20 minutes are for you, your time to be with yourself. I will let you know in advance 
when you are coming to the end of these 20 minutes.  
You do not need to try to get anywhere when you practice this technique, you only need to 
really be where you already are and realize it, make it real (Kabat-Zinn, J, 2013a).  
Mindfulness is seeing and knowing that you are seeing, hearing and knowing that you are 
hearing, touching and knowing that you are touching, it means moment-to-moment awareness 
of the experience (Kabat-Zinn, J, 2013a).  
You are the one who has lived with yourself for your whole life. Welcome yourself to this 
practice. Gently and slowly close your eyes. Pay attention on your breathing, just listen to it. 
Inhale counting, 2, 3, 4 and now exhale, 2, 3, 4. Again, deeply inhale 2, 3, 4 and now exhale, 
2, 3, 4.  
Don’t worry if your mind goes to somewhere else, it is ok, just bring it back to your breath on 
each time you notice that your attention has wandered off (Kabat-Zinn, J, 2013a).  
Listen to the air coming in and out. Inhale 2, 3, 4 and now exhale, 2, 3, 4. Keep breathing 
deeply. Feel your belly rise or expand gently on the inbreath, and fall on the outbreath (Kabat-
Zinn, J, 2013a).  
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Again, deeply inhale 2, 3, 4 and now exhale, 2, 3, 4. Inhale 2, 3, 4 and now exhale, 2, 3, 4. As 
best as you can, maintain the focus on the various sensations associated with breathing, being 
present with each inbreath and outbreath (Kabat-Zinn, J, 2013a). 
 Inhale 2, 3, 4 and now exhale, 2, 3, 4. Keep breathing deeply. 
If you know yourself you can learn how to influence your own wellbeing, training your 
breathing and focusing on the present moment. Observe how this activity influences your 
physical and emotional state of mind (Teixeira et al., 2016).  
Now you are invited and encouraged to tune into the various regions of the body one by one 
and feel whatever sensations are apparent in each region. This is called the body scan; it is 
powerful where there is a particular region of your body that is problematic or painful (Kabat-
Zinn, J, 2013a).  
Gently let your attention settle on your belly, feeling the rising and falling of your belly with 
each inbreath and each outbreath; in other words, “riding the waves of your own breathing 
fully paying attention to it (Kabat-Zinn, J, 2013a). 
Deeply inhale 2, 3, 4 and exhale 2, 3, 4. You can place your hands on your stomach and feel 
the movements going up and down. Inhale … and exhale... 
Take a few moments to feel your body as a whole, from head to toe.  
Bring your attention to the toes of the left foot and keep breathing normally, so it feels as if 
you are breathing in to your toes and out from your toes. Inhale … and exhale... 
Imagine your breath traveling down the body from your nose into the lungs and continuing 
through the chest and down the legs all the way to the toes, and then back again and out 
through your nose (Kabat-Zinn, J, 2013a).  
Inhale from your nose, into the lungs, chest, legs, feet and toes … and now exhale...  
Allow yourself to feel any and all sensations watching the flux of sensations in these regions 
(Kabat-Zinn, J, 2013a).  
If you do not feel anything at the moment, that is fine too. Just allow yourself to feel “not 
feeling anything”. Do not judge, just move on. Now pay attention to the soles of your feet, the 
heels, the top of the feet and then the ankles, continuing to breathe into and out from each 
region as you observe the sensations that you are experiencing, and then letting go that region 
and move on (Kabat-Zinn, J, 2013a).  
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Inhale… and exhale… 
When you realize that your mind again has wandered away from the focus on the body, bring 
your mind back to the breathing and to your body specific region that you were focusing on. 
Take note of what carried you away or what is on your mind and bring your mind back to the 
breathing (Kabat-Zinn, J, 2013a).  
Inhale… and exhale… 
If you are experiencing discomfort or pain of any kind, just let your attention go to the region 
of greatest intensity.  
This strategy is best when you find it difficult to concentrate on different parts of your body 
because the pain in one region is too great. Instead of scanning, you just breath into and out 
from the pain itself.  
Inhale… and exhale…  
Try to imagine or feel the inbreath penetrating into the tissue until it is completely absorbed 
and imagine the outbreath as a channel allowing the region to discharge to the outside 
whatever pain and, “dis-ease” it is willing to or capable of surrendering (Kabat-Zinn, J, 
2013a).  
 Inhale… and exhale…  
Now pay attention on the muscles of your neck and shoulder, inhale… and exhale… as you 
observe the sensations that you are experiencing on your neck, shoulders, arms and hands.   
Inhale from your nose, neck, shoulders, arms, hands, pelvis, legs, feet and toes and exhale 2, 
3, 4 and relax. 
Each time you scan your body you are letting what will flow out, flow out. You are not trying 
to force either “letting go” or purification to happen, which of course is impossible anyway. 
Letting go is really an act of acceptance of your situation. It is not a surrender to your fears 
about it, it is seeing yourself larger than your problems and your pain, larger than your cancer, 
larger than your body, and identifying with the totality of your being (Kabat-Zinn, J, 2013a).  
Inhale… and exhale… now ask yourself: Am I fully awake? Am I here now? (pause of 3 
seconds) Am I fully present in what I am doing? (Pause of 3 seconds) How does my body feel 
right now? (Pause of 3 seconds) My breathing? (Pause of 3 seconds) (Kabat-Zinn, J, 2013a).  
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As long as you are aware, you can be mindful. All it takes is wanting to and remembering to 
bring your attention into the present moment (Kabat-Zinn, J, 2013a).  
Remember, mindfulness is seeing and knowing that you are seeing, hearing and knowing that 
you are hearing, touching and knowing that you are touching, it means moment-to-moment 
awareness of the experience (Kabat-Zinn, J, 2013a).  
Focus on the present moment, what is going on right now? Be objective on your answer. 
What is going on right now? Take a moment to reflect. (Pause of 3 seconds) 
It is not about how you wish it should be, it is about what it simply is. (Pause of 3 seconds) 
Let’s not judge the situation or this moment in your life.  
Inhale… and exhale… 
Try to observe your story from a distance, how do you see what is happening? (Pause of 3 
seconds) 
Now how would you describe the situation you just thought? Take a moment to reflect. 
(Pause of 3 seconds) 
Imagine now that you are touching something soft, comfy, it could be a warm blanket for 
example. Just think about it, how is the feeling? Take a moment to reflect. (Pause of 3 
seconds) 
Does it make you smile? Does it make you feel calm? Relaxed? (Pause of 3 seconds)  
These feelings come from you, it is your own capacity to feel comfortable, calm or relaxed, 
you have it inside yourself, so you can use it whenever you need.  
Inhale… and exhale… 
Now imagine something beautiful, visualize it. It can be a place or any kind of image that you 
find beautiful. (Pause of 3 seconds) 
How does this image you just pictured make you feel? (Pause of 3 seconds) 
Let’s imagine smelling something nice, anything you like. It can be a flower, a fruit, breeze, a 
perfume. Just smell it now. (Pause of 3 seconds) 
Does this smell make you smile? How do you feel about it?  
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Inhale… and exhale… 
Imagine now that you are eating something you like a lot. Ice cream? Chocolate? Salty crispy 
pie? Just think about it. (Pause of 3 seconds) 
Was that a good taste?  
Now imagine listening to something you like. A song, birds singing, sea waves, rain… Just 
listen to it. (Pause of 3 seconds) 
If you can hear the noise from outside, that is ok, just hear it and let it pass by. Now continue 
to listen to something you like. (Pause of 3 seconds) 
How do you feel now? (Pause of 3 seconds) 
What about your emotions? Emotions can be good, you just experienced them. (Pause of 3 
seconds) 
All of those things you just imagined made you feel like that right now. You are able to have 
so many nice feelings. 
Now that you know how to do that, try it for the next few days.  
When you have hard moments, when you don’t feel all right, picture something you like. It is 
quick, won’t take much of your time, just imagine a beautiful place, or smell something you 
like, listen to your favorite song and notice if you see any difference in the way you face 
difficult moments.  
Inhale… and exhale… 
You are about to finish this session, it is nearly 20 minutes. Take these last few minutes to 
congratulate you that you were able to do this practice, that you have taken this precious time 
to invest in your emotional health. Deeply inhale… and exhale… (pause of 3 seconds). Still 
with your eyes closed, gently move and feel your toes and fingers. (Pause of 3 seconds) 
Deeply inhale… and exhale... Stretch your arms and legs, just as you were waking up. Now 
gently open your eyes. Keep breathing normally, and slowly come to a sitting position or 





Introduction 1 minute 
Relaxation with focus on breathing 6 minutes 
Body scan and present moment 6 minutes 
Mindful coping skills 8 minutes 
Conclusion 1 minute 





Appendix D – CCM Session two 
Relaxation, body scan and focus on attitudes of acceptance. 
This is the second session of the training. You will be guided to relax your mind and your 
body, and learn about acceptance.  
Lie down on your back or sit in a comfortable place, make sure that you will be warm enough, 
you may want to cover yourself with a blanket, but remember that for this use, you are aiming 
to “fall awake,” not fall asleep (Kabat-Zinn, J, 2013b). It may be helpful to place an extra 
pillow under your head. Once you feel comfortable, take a nice deep breath. 
The next 20 minutes are for you, your time to be with yourself. I will let you know in advance 
when you are coming to the end of these 20 minutes.  
You do not need to try to get anywhere when you practice this techniques, you only need to 
really be where you already are and realize it, make it real (Kabat-Zinn, J, 2013b).  
Gently and slowly close your eyes. Pay attention to your breath, just listen to it. Inhale 2, 3, 4 
and now exhale, 2, 3, 4. Allow your attention to come, gradually to the breathing. 
Again, deeply inhale 2, 3, 4 and now exhale, 2, 3, 4.  Do not worry if your mind goes to 
somewhere else, it is ok, just bring it back to your breathing each time you notice that your 
attention has wandered off (Kabat-Zinn, J, 2013b). 
Listen to the air coming in and out. Inhale 2, 3, 4 and now exhale 2, 3, 4. Keep breathing 
deeply. Feel your belly rise or expand gently on the inbreath, and fall on the outbreath (Kabat-
Zinn, J, 2013b). You can place your hands on your stomach and feel the movements going up 
and down.  
Take a few moments to feel your body as a whole, from head to toe.  
Inhale … and exhale... 
Acceptance will be used here in the sense of not creating unnecessary distress and distraction 
by fighting the fact that something unwanted has happened, for example, “Why me?” (Kabat-
Zinn, J, 2013b). This mindfulness training offers skills to enable you to better cope with 
situations that cannot be changed. 
Mindfulness skills of acceptance can help you feel more at ease during the period that you are 
facing this illness.  
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So now, when you inhale you say silently in your mind: accept. And when you exhale you say 
silently in your mind: let go (Carlson, L. E.  & Halifax, J., 2011).  
Let’s try it: Inhale “accept” (pause of 3 seconds) and exhale “let go” (pause of 3 seconds). 
Keep listening to the air coming in and out. Inhale “accept” (pause of 3 seconds) and exhale 
“let go” (pause of 3 seconds). 
Keep breathing deeply. Feel your belly rise or expand gently on the inbreath, and fall on the 
outbreath (Kabat-Zinn, J, 2013b).  
Imagine your breath traveling down the body from your nose into the lungs and continuing 
through the chest and down the legs all the way to the toes, and then back again and out 
through your nose. Inhale from your nose, into the lungs, chest, legs, feet and toes (Kabat-
Zinn, J, 2013b). … and now exhale...   
Acceptance here, means seeing things as they actually are in the present moment. Sooner or 
later we all have to come to terms with things as they are and accept them, whether it is a 
diagnosis of cancer or learning of someone’s death (Kabat-Zinn, J, 2013b).  
While you are listening to this information, continue to deeply inhale “accept” (pause of 3 
seconds) and exhale “let go” (pause of 3 seconds). 
Be present with each inbreath and outbreath (Kabat-Zinn, J, 2013b).  
Remember, we all have painful experiences and memories, but still, we all can value special 
moments in life. 
There is evidence that when people practice mindfulness meditation and acceptance, they find 
it easier to face, rather than avoid difficult situations. Practicing mindfulness meditation and 
acceptance, can help enhance your ability to value the moment (Sobczak & West, 2013).   
Keep breathing deeply, inhale “accept” (pause of 3 seconds) and exhale “let go” (pause of 3 
seconds). 
If you do not feel anything at the moment while you are breathing deeply, that is fine. Just 




There is no reason to be afraid of your feelings, you learn from them. As human beings we 
experience emotions, sometimes they are good, sometimes they are not and that is ok. They 
are just feelings, just a thought, a thought that you can observe and acknowledge.  
You can lead your thoughts, you can always choose what to think, you just have to notice 
that, like you are doing right now, just breathe.  
Inhale “accept” (pause of 3 seconds) and exhale “let go” (pause of 3 seconds). 
Keep breathing deeply. You are now maintaining a state of calmness, you are doing that by 
yourself, isn’t it great? 
Now, remember something that was very valuable for you, some important and nice moment 
in your life.     (Pause of 3 seconds). 
How fulfilling can this moment be right now? (Pause of 3 seconds). 
How was this memory? (Pause of 3 seconds). 
Did you enjoy that moment? (Pause of 3 seconds). 
Those were not painful memories, they were good memories from you having a fulfilling 
moment in your life, how precious is that?      (Pause of 3 seconds). 
Keep breathing deeply. Inhale “accept” (pause of 3 seconds) and exhale “let go” (pause of 3 
seconds). 
What kind of emotion did you feel when you were remembering those moments? 
Was it ok to feel those emotions?   (Pause of 3 seconds). 
Emotions can be good, you have just experienced them. (Pause of 3 seconds). 
If you are experiencing discomfort or pain of any kind, just let your attention go to the region 
of greatest intensity. Instead of scanning, you just breathe into and out from the pain itself 
(Kabat-Zinn, J, 2013b). Inhale… and exhale…  
Unwanted thoughts and feelings, like pain, can come. Let’s embrace them as well as the good 
thoughts, it is ok.  
Instead of avoiding these feelings and negative thoughts, let them come and pass by, like 
clouds in the sky. 
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You aim here to end the struggle with these feelings, let it come, embrace this thought or 
feeling, don’t judge it, just look at it from a distance… pause of 3 seconds 
…and now it is going away, again like clouds in the sky.        Pause of 3 seconds.   
Inhale “accept” (pause of 3 seconds) and exhale “let go” (pause of 3 seconds). 
When dealing with cancer it is easy to get overwhelmed by intrusive and negative thoughts, 
we feel worried, anxious and vulnerable. With this practice you are trying to get some 
mindful coping skills to manage these feelings by embracing them because you know that 
suppression and avoidance don’t work, in fact they maintain psychological suffering (Hayes, 
Strosahl, & Wilson, 1999a). 
The more you try not to think about something, the more you have it in your mind, right? So 
the best thing you can do here is to accept, let those thoughts come and go naturally. 
(Pause of 3 seconds). 
Inhale “accept” (pause of 3 seconds) and exhale “let go” (pause of 3 seconds). 
Acceptance is not the same as tolerance or resignation. Acceptance involves taking a position 
of non-judgmental awareness and actively embracing the experience of thoughts, feelings, 
and bodily sensations as they occur (Hayes et al., 2004). That is what you are practicing now.  
Let’s see thoughts as just thoughts, feelings as just feelings, memories as just memories, and 
physical sensations as just physical sensations. When you notice what your body feels like, 
you notice the sensations you feel, as simple as they are. 
These thoughts and feelings are toxic only when they come from judging them as harmful, 
unhealthy, bad experiences (Hayes et al., 2004). If you allow yourself to experience these 
feelings just as they are, without adding any layers of judgment or worry, and without trying 
to do anything with them, you will find them easier to manage. 
Inhale “accept” (pause of 3 seconds) and exhale “let go” (pause of 3 seconds). 
You are here now, in this present moment, breathing deeply and aware of it. Everything is all 
right. 
You have a purpose here with this practice and you are actively practicing the skill. Good on 
you! You are helping yourself to better handle your current situation, you have this 
commitment with yourself. 
 
 315 
This is something new that you are doing, you are embracing another change and becoming a 
more flexible person. This will help you to face all the constant changes you experience when 
coping with cancer.  
Things constantly change, it is natural. In understanding this impermanence, we are more able 
to loosen our grip on needing things to be or stay a certain way, or needing to know exactly 
the outcome of our treatment and prognosis for the future (Carlson, L. E.  & Halifax, J., 
2011).  
You know that anything can change, and many changes are out of our control. 
Keep breathing deeply. Inhale “accept” (pause of 3 seconds) and exhale “let go” (pause of 3 
seconds). 
Now just say to yourself, in silence: I accept my pain, knowing that I am not my pain, not my 
body, not my illness. (Pause of 2 seconds) 
In my essence I am a whole person, full of different experiences to be appreciated with 
dignity and compassion. (Pause of 3 seconds) 
You are about to finish this session, it is nearly 20 minutes. Take these last few minutes to 
congratulate you that you were able to do this practice, that you have taken this precious time 
to invest in your emotional health.  
Deeply inhale “accept” (pause of 3 seconds) and exhale “let go” (pause of 3 seconds). 
Still with your eyes closed, gently move and feel your toes and fingers. (Pause of 2 sec). 
Henri to use a firm tone of voice now:  
Inhale “accept” (pause of 3 seconds) and exhale “let go” (pause of 3 seconds). 
Stretch your arms and legs, just as you were waking up. Now gently open your eyes. Keep 






Introduction 1 minute 
Relaxation with focus on breathing 6 minutes 
Body scan and present moment 5 minutes 
Mindful coping skills 7 minutes 





Appendix E – CCM Session three 
Relaxation and reflections about meaning in life 
This is the third session of the training. You will be guided to relax your mind and your body, 
and experience some reflections about what is meaningful for you.  
Lie down on your back or sit in a comfortable place, make sure that you will be warm enough, 
you may want to cover yourself with a blanket. It may be helpful to place an extra pillow 
under your head. Once you feel comfortable, take a nice deep breath. 
The next 20 minutes are for you, your time to be with yourself. I will let you know in advance 
when you are coming to the end of these 20 minutes.  
Gently and slowly close your eyes. Pay attention on your breath, just listen to it. Inhale 2, 3, 4 
and now exhale 2, 3, 4. Allow your attention to come, gradually to the breath. 
Deeply inhale 2, 3, 4 and exhale 2, 3, 4.  Do not worry if your mind goes to somewhere else, 
it is ok, just bring it back to your breath on each time you notice that your attention has 
wandered off (Kabat-Zinn, J, 2013b).  
Inhale 2, 3, 4 and exhale 2, 3, 4.  Keep breathing deeply. You are able to maintain a state of 
calmness. 
If you are experiencing discomfort or pain of any kind, just let your attention go to the region 
of greatest intensity. Instead of scanning, you just breathe into and out from the pain itself 
(Kabat-Zinn, J, 2013b). Inhale 2, 3, 4 and exhale 2, 3, 4.  
Now you are engaged in this practice, on your breath. We can often be engaged in something, 
or with someone, with nature, it is a natural way we find to connect with this world we live in. 
Take a moment to think about what connections you have made with other people throughout 
your life. (Pause of 7 seconds) 
In our experiences sharing our life with others, having all sorts of relationships we learn about 
ourselves, how we are. 
Keep breathing deeply. Inhale 2, 3, 4 and exhale 2, 3, 4. 
Take a moment to reflect. Who are you? (Pause if 3 seconds) 
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I asked who are you, not what do you do. What you do, your job or occupation is not who you 
are. Can you see that there is a difference? 
Let’s find out, who are you? (Pause if 5 seconds) 
When you book a holiday package to go on a trip for example, you will discover unexplored 
places, new views, new people, many things will be unusual for you. There is still the 
uncertainty, but it is not scary because you don’t know this place, it is more exciting than 
daunting, you want to go on a trip.    
Just like a holiday trip, you will make a trip to your inner self, to connect with your heart, and 
this trip does not cost any money, this trip is for free. In this trip there is nobody to judge you, 
neither will you do that. You will simply travel. You will look at some unknown part of you, 
something you didn’t know before, just like a new place to visit. 
Keep breathing normally. Inhale 2, 3, 4 and exhale 2, 3, 4. 
You will now look inside to your inner self, to your consciousness and look for: What is 
there? What is that, which the moths do not corrode, that the time cannot destroy? (Pause of 7 
seconds) 
What do you appreciate in your life? What really matters for you? Take a moment to reflect.     
(Pause of 5 seconds).  
That is what is valid and precious and it is part of what you are. You are not only this body, 
you are not this cancer, you are much more than that. 
Just inhale 2, 3, 4 and exhale 2, 3, 4. 
There is research indicating that people can find meaning through courage and commitment 
(Rosenfeld, B et al., 2016).  
Identify times in the past when you were courageous. (Pause of 5 seconds). Now take a 
moment to think how you might draw from these experiences, while coping with this cancer? 
(Rosenfeld, B et al., 2016). 
You don’t have to have it ready in your mind, you can search for it, take your time. Searching 
can be a nice adventure, go ahead. 
Try to remember a rewarding experience that you had. Something that you felt it was worth 
doing. (Pause of 5 seconds). 
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Keep breathing normally. Inhale and exhale. 
Now think about something gratifying, pleasing. Something that makes you feel that you have 
done well. (Pause of 5 seconds). 
Take a moment to reflect. What was fulfilling for you? Something that makes you happy. 
(Pause of 3 seconds). 
Are you finding a sense of peace? (Rosenfeld, B et al., 2016). (Pause of 3 seconds)  
Experiencing love could be a source of meaning for you (Rosenfeld, B et al., 2016). (Pause of 
3 seconds)   
Can you feel a sense of peace and comfort, despite your illness? (Rosenfeld, B et al., 2016). 
(Pause of 3 seconds)    
Keep breathing normally. Inhale and exhale. 
You know that there are many things you cannot do anymore, because of this illness, but let’s 
focus on what you can do. It may be limited, at a different level, with difficulties, but 
possible. Think of what you can do. (Pause of 5 seconds). 
Everything that happens to us can be an invitation to renew, to change, to repair. 
We all make mistakes; we are human beings. And humans are social, we interact with others, 
some people are very friendly and some people are less sociable, that is ok, we all relate to 
something or someone.   
So let’s think about your priorities in life. Take a moment to reflect. What is important for 
you? (Pause of 3 seconds). 
What makes your life feel meaningful for you? (Pause of 3 seconds) 
Take a moment to think. What are the values that bring you happiness? (pause of 5 seconds). 
How about practicing theses values? Not only in your imagination, this is an invitation for 
you to practice these values, this is your priority. (Pause of 3 seconds). 
Life is short, everybody says that, time is passing by so fast, we have no time to keep 
postponing our priorities, we need to do it, live it.  
Inhale and exhale. 
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Let’s free ourselves from hurt and sorrow. It is important to forgive ourselves and others, 
there is no time to hold sad things, they are too heavy to carry, don’t you think? (Pause of 3 
seconds)   
Let’s become light, let go of the small things now that you realize are not important, these are 
not in your priority list. (Pause of 2 seconds) 
From the emotional pain we can extract many things. Artists can do a great job when they 
face strong pain, it brings their heart outside.  
Pain is part of life. The most beautiful songs we listen to are usually about painful 
experiences, love, forgiveness, missing...these are all feelings that we can experiment with, 
liking them or not, we can just experience them in life. 
Inhale and exhale. 
This is about living. We always have the present moment, right here, right now you are living 
this moment, making this huge trip to your inner self and learning about yourself. 
When you learn about yourself you know how you react to things, how you experience pain, 
how you voice experiences. (Pause of 3 seconds)   
So you come to know what really makes you happy, what are your priorities in life right now 
and so, you have the opportunity to live them, to do what you believe it is important for you.  
Take a moment to reflect. What do you believe is important for you? (Pause of 3 seconds). 
Respecting your condition, you just do what you can do and you don’t focus on what you 
cannot do because that is meaningless.  
You are focused on what is meaningful for you. (Pause of 4 seconds). 
Listen to the air coming in and out. Inhale 2, 3, 4 and exhale 2, 3, 4. Keep breathing deeply.  
Now take a few moments to feel your body as a whole, from head to toe.  
You are here now, in this present moment, breathing deeply and aware of it. Everything is all 
right. 
You have a purpose here with this practice and you are working on it actively. Good on you! 




You are about to finish this session, it is nearly 20 minutes. Deeply inhale 2, 3, 4 and exhale 
2, 3, 4. Gently move and feel your toes and fingers. (Pause of 2 sec). 
Deeply inhale and exhale. Stretch your arms and legs, just as you were waking up. Gently 
open your eyes. Keep breathing normally, and slowly sit or stand up. This is the end of the 
session. 
Topic Duration 
Introduction 1 minute 
Relaxation with focus on breathing 6 minutes 
Body scan and present moment 5 minutes 
Mindful coping skills 7 minutes 
Conclusion 1 minute 







Appendix F – CCM Session four 
Final session: Integrating mindful coping skills, attitudes of acceptance and 
reflections about meaning in life.   
This is the fourth and last session of the training. You will be guided to relax your mind and 
your body, review some mindful coping skills, attitudes of acceptance and experience some 
reflections on meaning in your life.  
Lie down on your back or sit in a comfortable place, make sure that you will be warm enough, 
you may want to cover yourself with a blanket. It may be helpful to place an extra pillow 
under your head. Once you feel comfortable, take a nice deep breath. 
The next 20 minutes are for you, your time to be with yourself. As you already know, this is 
your space, you can do something else shortly, but now you are present right here, right now.  
I will let you know in advance when you are coming to the end of these 20 minutes.  
Gently and slowly close your eyes. Pay attention to your breath, just listen to it. Inhale 2, 3, 4 
and now exhale, 2, 3, 4. Allow your attention to come, gradually to the breath. 
We will start now start with relaxing your body and mind. Follow on with some information 
and instructions as part of this practice, so you will be able to engage in this training, being 
present and aware of what you are listening to. 
Listen to the air coming in and out. Inhale 2, 3, 4 and now exhale, 2, 3, 4. Keep breathing 
deeply.  
Inhale 2, 3, 4 and now exhale, 2, 3, 4.  Do not worry if your mind goes to somewhere else, it 
is ok, just bring it back to your breath each time you notice that your attention has wandered 
off (Kabat-Zinn, J. 2013). 
So now, when you inhale you say silently in your mind: accept. And when you exhale you say 
silently in your mind: let go (Carlson, L. E. & Halifax, J., 2011).   
Inhale “accept”, and exhale “let go”.  
Keep breathing deeply. Feel your belly rise or expand gently on the inbreath, and fall on the 
outbreath (Kabat-Zinn, J, 2013a).  
Imagine your breath traveling down the body from your nose into the lungs and continuing 
through the chest and down the legs all the way to the toes, and then back again and out 
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through your nose. Inhale from your nose, into the lungs, chest, legs, feet and toes (Kabat-
Zinn, J, 2013a). And now exhale. 
Be present with each inbreath and outbreath (Kabat-Zinn, J, 2013a).  
You became more aware of your feelings now. You know how you feel, what is going on. It 
may not be how you wish it should be, it simply is what it is. Don’t judge it.  
You have a variety of things that you may worry about, but you will focus on one thing at a 
time. Take a moment and think about something that concerns you. (Pause of 3 seconds) 
Put yourself at a distance from it, look at it as if you were filming it with a camera, from 
above. What do you see? Describe it silently. (Pause of 5 seconds) 
You are not the center of what is happening, you are just observing it. (Pause of 3 seconds) 
Acknowledge that. And now let it go, just pass by. 
Inhale “accept”, and exhale “let go”.  
If you are facing something that you cannot change anymore, could you learn from it? (Pause 
of 2 seconds). 
Instead of spending your energy in worrying about things that you can’t change or that are 
inevitable, you can accept them and acquire a new understanding of what is happening. 
Sometimes we feel guilt, it is very common. But will holding the guilt inside resolve things 
for you? (Pause of 2 seconds). 
Does keeping the guilty feeling makes your life better? (Pause of 2 seconds).  
No, it doesn’t.  
Is it possible to resolve? Would saying “I am sorry” help? (Pause of 2 seconds). 
Is there something you can do that would make you feel better? (Pause of 3 seconds). Would 
it bring you some inner peace? (Pause of 3 seconds)   
If you can’t change it, can you accept that and let it go? 
Inhale “accept”, and exhale “let go”.  
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How strong you are, living with this cancer. Do you notice how vulnerable you can feel and 
still look for help like you did? You are practicing this mindfulness training to learn how you 
can cope with this situation. (Pause of 5 seconds) 
Do you notice any difference in yourself, in your way of being? (Pause of 2 seconds) 
Joining this training was your initiative, you decided to look after you-yourself, to obtain a 
state of calmness and better cope with all of what is happening right now. It takes courage to 
try something new. (Pause of 5 seconds). 
Inhale, 2, 3, 4 and exhale 2, 3, 4. 
From now on, after you have learnt from this experience, what are the new possibilities you 
can see? What is it possible to do? (Pause of 5 seconds). 
You are also looking after your mind, thoughts, caring about your feelings. You are looking 
after your mind’s health, reducing distress, learning from this difficult moment in your life. 
You are engaged in this practice, on your breath, your feelings. We can often be engaged in 
something, or with someone, with nature, it is a natural way we find to connect with this 
world we live in. 
Remember now what connections you have made with other people throughout your life? 
(Pause of 7 seconds) 
Keep breathing deeply. Inhale “accept”, and exhale “let go”.  
You will now look inside to your inner self, to your consciousness. What do you find about 
yourself? What are the feelings? Do you remember what is there? (Pause of 3 seconds)   
What is that, that time cannot destroy? (pause of 5 seconds) 
What do you appreciate in your life? What really matters for you? Take a moment to 
remember that.     (Pause of 5 seconds).  
Inhale 2, 3, 4 and now exhale, 2, 3, 4. 
Consider the times in the past in which you were courageous. (Pause of 4 seconds).  
Take a moment to reflect and remember. What was fulfilling for you? Something that makes 
you happy. (Pause of 5 seconds). 
Can you feel a sense of peace and comfort, despite your illness? (Rosenfeld, B et al., 2016).   
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Keep breathing normally. Inhale “accept”, and exhale “let go”.  
Remember what makes your life feel meaningful for you. (Pause of 3 seconds) 
Let’s become light, let go of the small things that now you realize they are not important, that 
are not in your priority list. (pause of 2 seconds) 
Inhale “accept”, and exhale “let go”.  
This is about living. We always have the present moment, right here, right now you are living 
this moment. 
Now take a few moments to feel your body as a whole, from head to toe.  
You are here now, in this present moment, breathing deeply and aware of it. Everything is all 
right. (Pause of 5 seconds)   
You just thought about what is meaningful for you, what time does not destroy. You know 
what is important for you and what is not important anymore. 
You now know that you can always stop and think before you react to something. You take a 
moment to breathe deeply, be present, take a few seconds before you react. 
Inhale “accept”, and exhale “let go”.  
You have a purpose here with this practice and you are working on it actively. Good on you! 
You are helping yourself to better cope with your current situation, you have this commitment 
to yourself. 
Cortella, a Brazilian philosopher once said: Life is too short to be small. He meant you are 
important. When you have a relationship with another, it is as if they carry part of you inside, 
they incorporate part of you. (Pause 2 secs) It means you are imported and important and will 
be remembered. (Pause 2 secs) You are not just centered, living a life in yourself only, you 
share your life with others, your feelings and yourself flow into others, you communicate with 
other people. Then life is not small, it can be short but important (Schults & Schultz, 2013). 
(Pause 2 secs)  
You are meaningful, because you are unique, there is no one else like you and, that is how 
you live in others, because you share what you are with others, so you are living forever in the 
others heart, in their behavior, in their way of being. 
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While someone misses you, it means you exist, you are remembered, pointed out, someone is 
thinking of you, or talking about you. (Pause 2 secs) 
Are you what you want to be and remembered? Take a moment to think: What do you want to 
be? (pause of 5 seconds). 
What about making the best of the situation that you are in, given while you don’t have better 
conditions to do better (Cortella, 2015). (Pause of 5 seconds) 
Do your best in the conditions you have, while you don’t have the conditions to do even better 
(Cortella, 2015). 
So I invite you to be what you want to be and do your best in the situation you are. (pause of 5 
seconds). 
You are about to finish this session, it is nearly 20 minutes. Deeply inhale 2, 3, 4 and now 
exhale, 2, 3, 4. Gently move and feel your toes and fingers. (Pause of 2 sec). 
Deeply inhale and exhale. Stretch your arms and legs, just as you were waking up. Gently 
open your eyes. Keep breathing normally, and slowly sit or stand up. This is the end of the 
session. 
Topic Duration 
Introduction 1 minute 
Relaxation with focus on breathing 6 minutes 
Body scan and present moment 5 minutes 
Mindful coping skills 7 minutes 
Conclusion 1 minute 


































































































































Name   
Email address  
Gender  Male        Female  
Address                                                                                  Suburb: 
Post code  
Tel  
Age  
Years of education  
Years of secondary education: ____________________________________________ 
Years of tertiary education: _______________________________________________ 
Highest qualification: ___________________________________________________ 
Usual occupation  
Are you currently 
working? 
 Yes             No               
Marital status 
 Not in a relationship             Married               De facto  
 Separated                              Divorced             Widowed                             
Living situation  Live alone     With family      Other: ___________________________________        
Next of kin Name:                                      Relationship:                            Tel: 
Cancer type/site  Cancer stage: 
Date of diagnosis month / year                               Currently on treatment for cancer:  Yes  No 
Have practiced 
Mindfulness before? 
 Yes             No                
 
Please specify your ethnicity (origin) or race: 
 New Zealand European 
 Māori 
 Samoan 
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06 September 2016 
 
 
Mrs. Fernanda Fernandez Zimmermann  
Centre for Postgraduate Nursing Studies 
72, Oxford Tce. PO Box 4345 




Dear Mrs. Fernandez Zimmermann  
 
 
Re: Ethics ref: 16/NTA/75 
 Study title: Mindfulness, acceptance and meaning of life for adults with advanced 




I am pleased to advise that this application has been approved by the Northern A Health 




Conditions of HDEC approval 
 
HDEC approval for this study is subject to the following conditions being met prior to the 
commencement of the study in New Zealand.  It is your responsibility, and that of the 
study’s sponsor, to ensure that these conditions are met.  No further review by the 




1. Before the study commences at any locality in New Zealand, all relevant 
regulatory approvals must be obtained. 
 
2. Before the study commences at any locality in New Zealand, it must be registered 
in a clinical trials registry. This should be a WHO-approved (such as the Australia 
New Zealand Clinical Trials Registry, www.anzctr.org.au). However 
https://clinicaltrials.gov/ is acceptable provided registration occurs prior to the 
study commencing at any locality in New Zealand.   
 
3. Before the study commences at a given locality in New Zealand, it must be 
authorised by that locality in Online Forms.  Locality authorisation confirms that 
the locality is suitable for the safe and effective conduct of the study, and that 
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After HDEC review  
 
Please refer to the Standard Operating Procedures for Health and Disability Ethics 
Committees (available on www.ethics.health.govt.nz) for HDEC requirements relating to 
amendments and other post-approval processes.   
 
Your next progress report is due by 05 September 2017. 
 
Participant access to ACC 
 
The Northern A Health and Disability Ethics Committee is satisfied that your study is not 
a clinical trial that is to be conducted principally for the benefit of the manufacturer or 
distributor of the medicine or item being trialled.  Participants injured as a result of 
treatment received as part of your study may therefore be eligible for publicly-funded 
compensation through the Accident Compensation Corporation (ACC). 
 
 
Please don’t hesitate to contact the HDEC secretariat for further information.  We wish 




Dr Brian Fergus 
Chairperson 
Northern A Health and Disability Ethics Committee 
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Appendix B 
Statement of compliance and list of members 
 
Statement of compliance 
 
The Northern A Health and Disability Ethics Committee:  
 
 is constituted in accordance with its Terms of Reference 
 operates in accordance with the Standard Operating Procedures for Health and 
Disability Ethics Committees, and with the principles of international good clinical 
practice (GCP) 
 is approved by the Health Research Council of New Zealand’s Ethics Committee 
for the purposes of section 25(1)(c) of the Health Research Council Act 1990 
 is registered (number 00008714) with the US Department of Health and Human 
Services’ Office for Human Research Protection (OHRP). 
 
 
List of members 
 
Name   Category   Appointed   Term Expires   
Dr Brian Fergus  Lay (consumer/community 
perspectives)  
11/11/2015  11/11/2018  
Ms Rosemary Abbott  Lay (the law)  15/03/2016  15/03/2019  
Dr Karen Bartholomew  Non-lay (intervention studies)  13/05/2016  13/05/2019  
Dr Charis Brown  Non-lay (intervention studies)  11/11/2015  11/11/2018  
Ms Susan  Buckland  Lay (consumer/community 
perspectives)  
11/11/2015  11/11/2016  
Ms Shamim  Chagani  Non-lay (health/disability service 
provision)  
11/11/2015  11/11/2016  
Dr Christine Crooks  Non-lay (intervention studies)  11/11/2015  11/11/2018  
Dr Kate Parker  Non-lay (observational studies)  11/11/2015  11/11/2018  
  
 
Unless members resign, vacate or are removed from their office, every member of HDEC 






















The change to the brochure do not need to come through us as it would be considered minor. The only reason I can think of that might
need review is if you think this might change the validity of the study (depending on your analysis this might not be relevant) or if by
doing so you would expect to recruit substantially more than you might otherwise. Given that you are widening your scope to make up
numbers then I don't think either of these apply.  
 
Therefore you can simply update the documents and continue as planned.  
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Study title: Coping with cancer mindfully.   
 
 
Primary Investigator: Fernanda F. Zimmermann, PhD candidate | Centre for Postgraduate Nursing Studies. 
72 Oxford Terrace, Christchurch | Tel: 364 3850 | University of Otago, Christchurch.  
 
 
This Information Sheet will help you decide if you’d like to take part in this study on mindfulness.  
 
It sets out why we are doing the study, what your participation would involve, what the benefits and risks to 
you might be, and what would happen after the study ends.  
 
You do not have to decide today, and can take time to consider. If you wish, talk with relatives or friends, 
before deciding whether or not to participate. 
 
If you agree to take part in this study, you will be asked to sign the Consent Form attached to this document.  
You will be given a copy of both the Information Sheet and the Consent Form to keep. 
 
What is the purpose of this study?  
This project aims to provide mindfulness and related skills to adults with advanced cancer to see if coping is 
improved. The intervention includes mindfulness training, which includes relaxation, adopting an 
acceptance stance, and reflections about meaning in life which may assist you in coping with cancer. 
 
This research project forms part of Mrs. Fernanda F. Zimmermann’s PhD research project. 
  
Who can take part in this study? 
Adults with advanced cancer, age > 18 years old, having a clear understanding of written and spoken 
English, who are able to participate in the four mindfulness training sessions as described in next section.  
 
What will your participation in the study involve? 
• Should you agree to take part in this study, after completing the consent form (see attached), you will 
be contacted by the researcher via telephone. 
• You will participate in four (4) individual sessions of mindfulness of approximately 20 to 30 minutes 
each with the researcher, who is a Psychology graduate trained in Mindfulness. These sessions will 
be run weekly for four weeks at a convenient location for you.  
• You will receive pre-recorded mindfulness CDs with content for each session. These CDs are free of 
charge for you to keep and use for practice.  
• You will be invited to complete survey questionnaires once at the beginning and once at the end of 
the mindfulness training for this study. There will be no questionnaires or interviews to be completed 
during the mindfulness sessions. 
• You may ask the researcher to assist you to complete the survey questionnaires either by telephone 
















The content of the questionnaires is: The registration form asks for your name, address, telephone number, 
ethnicity and education information, as well as your next of kin emergency number and your doctor’s 
contact details. The pre and post training questionnaires ask questions about acceptance, your thoughts about 
meaning in life and mindful coping skills. The researcher will ask the survey questions over the phone, via 
an email address or in face to face according to your preference.  
 
Following completion of each survey, the researcher will also conduct a brief audiotaped interview before 
and after the mindfulness training (may be face-to-face, via telephone or skype call). The brief interview 
before the training will ask about the emotional support you have received to date and current support needs 
and sources of support, your thoughts about meaning of life and your expectations about this mindfulness 
training.  
 
After the training, the researcher will ask about your views in response to the mindfulness training. These 
audiotaped interviews will be transcribed, and after identifying information is removed, will be analysed to 
established important themes from both pre- and post-mindfulness training interviews. Collection of the 
registration information may take approximately 5 minutes, the first survey questionnaire pack may take 
approximately 20 minutes to complete and the second survey questionnaire pack may take approximately 30 
minutes to complete. 
 
What are the possible benefits and risk of discomfort or harm from participation? 
This guided mindfulness training is intended to assist and benefit adults with cancer through the illness 
process. Some of the benefits may be an improvement in participant’s mindful coping skills, attitudes to 
acceptance and reflections about participant’s subjective meaning in life.   
There may be some discomfort associated with talking about personal issues or distressing events, however, 
the researcher, Psychology graduate and trained in Mindfulness and her supervisor Dr Jenny Jordan, clinical 
psychologist (ph 3720400) can provide support if you become uncomfortable and will discuss how you 
might access further assistance if needed.  
 
The following services are free of charge: 
Lifeline 24 hours ph 0800 543 354  
Cancer Society (Canterbury West Coast) - ph 0800 226 237 or email info@cancercwc.org.nz 
Assistance is also available through CDHB Crisis. 
 
If the content of the questionnaires make you feel uncomfortable, you may decline to answer any particular 
questions and/or may withdraw from the study without any disadvantage of any kind. You can stop the 
sessions if you feel distressed.  
  
Who pays for the study?  
This study is funded from the University of Otago PhD funding for Mrs. Zimmermann. You will not receive 
any money for participating. The intervention is free of charge. 
 
What happens if I become injured?  
If you were injured in this study, which is unlikely, you would be eligible to apply for compensation from 
ACC just as you would be if you were injured in an accident at work or at home. This does not mean that 
your claim will automatically be accepted. You will have to lodge a claim with ACC, which may take some 
time to assess. If your claim is accepted, you will receive funding to assist in your recovery. If you have 
private health or life insurance, you may wish to check with your insurer that taking part in this study won’t 
affect your cover. 
  
 












What data or information will be collected and what use will be made of it?  
The information collected will be de-identified – that is your name and contact details will be removed from 
the research data and replaced with a research identifying number. No information that could identify you 
will be used in any reports. The findings of the study will be published in the PhD and in papers in scientific 
journals. The de-identified data may be made available for future research. 
An executive summary of the results will be provided to you should you wish to receive this.  
 
What about confidentiality? 
Anonymity and confidentiality will be protected in the thesis and any publications.  
The completed questionnaires and interviews will be kept securely stored in a locked filing cabinet at the 
University of Otago, Christchurch, Centre for Postgraduate Nursing Studies during the project. 
  
These data will be transferred to a computer for analysis and will be stored on a password-protected 
computer ensuring confidentiality. Only the primary investigator and the PhD supervisors will have access 
to data. At the conclusion of the research, data will be securely stored and destroyed after 10 years as 
required by University regulations.  
 
What are participant’s rights?  
Your participation in this study is entirely voluntary and you are free to withdraw from the project at any 
time without any disadvantage, including to your medical care. 
 
Who do I contact for more information or if I have concerns? 
At any stage of the study, please feel free to contact: Fernanda F. Zimmermann, PhD student.  
Tel: 364 3850, email: fernanda.zimmermann@postgrad.otago.ac.nz or the student supervisor Dr Beverley 
Burrell. Tel: 3643860, email: beverley.burrell@otago.ac.nz 
 
This study has been approved by the Northern A Health and Disability Ethics Committees (HDEC) ref. 
16/NTA/75. 
 
If you have any concerns about the ethical conduct of the research, you may contact the Health and 
Disability Ethics Committees, telephone: 0800 4 ETHICS (438 442) or email: hdecs@moh.govt.nz  























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































About support and expectation:  
 
Can you tell me what do you wish to accomplish/achieve with this mindfulness training? 
 
After you received the diagnosis of your illness, did you receive any kind of psychological support 
service by your health care system? For example: Counseling on facing incurable cancer, a conversation 
with a specialist in Psycho Oncology or with a staff about the psychological and social aspects of 
cancer?  Could you tell me about what kind of service did you receive?  
 
Can you tell me if you felt any need or importance to express your concerns, feelings or emotions since 
you have received the diagnosis of your illness?    
 
Who do you look to for support when you need? (E.g. a friend, family, a health professional or nobody). 
 
Can you tell me if you know any service provided to deliver psychological support on facing incurable 
cancer?    
 
Before and after the diagnosis: 
 
After you received the diagnosis of your illness, did you think about how would you adjust your life to 
the new reality of living with advanced cancer? Could you tell me about it? 
 
Do you think that receiving emotional support would be any helpful for you, after having the diagnosis 
of your illness? How?  
 
Can you tell me if anything changed in your perception about how you see the world before and after 
the diagnosis? If yes, what has changed? 
 
About meaning in life: 
 
Can you tell me what gives life meaning/significance for you?  
  
Can you tell me what is worthwhile or fulfilling for you? 
 
What are the things in your life that bring you joy? 
 
Is there anything else you would like to ask or add, any kind of final thoughts or things you would like 
to follow up that I haven’t asked you? 




















Can you tell me if you accomplished/achieved what you wished with this mindfulness training? How did 
this work out for you? 
 
Can you tell me if you experienced any changes in thoughts or actions since you started participating in 
this mindfulness training?  What were the changes you have experienced?  
  
Can you tell me if you have experienced any changes in your attitude to acceptance? 
 
How much change have you noticed in being mindful or aware of the present moment? 
 
Can you tell me if you have experienced any changes about your meaning or purpose in life? 
 
Can you tell me if do you think this mindfulness training was helpful/supportive for you?  In which way it 
was or was not helpful? 
  
Is there anything else you would like to ask or tell? 
 
 










































Appendix U – Risk of Bias assessment of included studies 
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